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AN UNSOUND SYSTEM 

Dr. Winford Smith, director of Johns Hopkins Hospital, in an able 
address before the American College of Physicians, on March 24, empha- 
sized well defined principles which should govern the establishing and 
maintaining of our hospitals. 

Dr. Smith said, “The time has come when haphazard methods should 
be replaced by logical, sound methods, based upon facts and sound prin- 
ciples. We have our boards of education to determine the number and 
types of schools needed and chambers of commerce and commissions to 
look after the commercial interests of cities. Is it not equally important 
' that we have some machinery to consider the hospital requirements? I 
make the point that the time has come when there should be machinery 
of the state or municipality which should concern itself with such ques- 
tions as: ‘Is another hospital needed? Where? Of what type? How is it 
to be supported?’ I do not mean that it should run the hospitals. But 
such a commission should determine the needs of the community, should 
pass upon all new projects before they are undertaken, and, so long as our 
hospitals must depend largely upon public support, should determine 
how much expense should be borne by the states and its political subdivi- 
sions and how much by private philanthropy. 

“The total endowment fund of hospitals,’ Dr. Smith continued, “is 
estimated to be $437,000,000, of which $419,000,000 is for the community 
or non-profit hospitals. The income from this endowment is sufficient to 
support but 13,957 of the 247,970 beds existing in the non-profit group. 
Of 2,604 hospitals in this group only 1,060 control any endowment, 125 
control 45 per cent of the total and only thirty-one of these control more 
than $2,000,000 each. The point to all this is that the system is not sound, 
and with the increased cost of hospital operation it is doubtful if the 
present system of support will prove adequate for the future.” 

Dr. Smith’s argument is constructive; it is sound and reflects the ex- 
perience and judgment of half a lifetime of study and contact with every 
important hospital problem. Examples of complete breakdown of hos- 
pital policy and philanthropic purpose due to building new hospitals where 
there was no need for them can be cited repeatedly in our larger cities 
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and more frequently in our smaller communities. The number of hospital 
beds and bassinets in the hospitals of the United States is in excess of 
1,050,000—one for every 120 of our population. The uneven distribution 
of these beds, due to the errors which Dr. Smith so well emphasizes, has 
brought disaster to many of our institutions and is seriously threatening 
the future of many others. His arraignment of the present system, which 
is placing an unnecessarily increasing burden upon the public, the patient, 
and philanthropy, is most timely. 





> 6e——— 


GROUP HOSPITALIZATION 


When the patient faces a period of hospitalization, in most instances it 
is unexpected and frequently precipitates an economic crisis in his own case 
and occasionally in the case of his family. Even provident people fail to 
consider the financial discomforts which accompany illness of any sort. 
The medical, nursing, and hospital costs of illness would cease to be a 
burden, in the vast majority of cases, if we would distribute these charges 
over the period during which we are in good health and on an earning 
basis. A two-cent stamp set aside each day by each resident of the 
United States would provide more money each year than all of our hos- 
pitals disburse in their operation. 

To provide properly for the hospital care, group hospitalization is being 
planned by many hospitals in different sections of the United States. In 
several instances it has proved a decided success. 

One group of sixteen hundred school teachers in one of our southern 
cities arranges for the hospitalization of its members upon the payment of 
fifty cents per capita each month. The hospital furnishes private room 
accommodations and good care upon this basis. It is a university hospital, 
with an excellent staff. The medical fees incident to their illness are not 
included in the fifty cents per month paid by the members. These fees are 
matters of arrangement between the patient and the physician. 

After one year’s experience, the hospital reports that it rendered $6,400 
worth of service for this group, for which it was paid $6,000, much of 
which was received in advance of the hospitalization. With the addition 
of the patients from this group to their regular clientele the hospital main- 
tained an average bed occupancy of 80 per cent or better. The character 
of hospital service rendered was so satisfactory to the patients that addi- 
tional groups in other occupations have asked for a similar arrangement. 
In only two months was the value of the service rendered by the hospital 
in excess of the amount received. These two months were during the 
schools’ vacation period. 

The benefits derived were mutual. Many of the patients admitted would 
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have denied themselves the needed hospital care if they had not been 
parties to the group hospitalization plan, and the hospital received a de- 
sirable income from private rooms which might have remained unoccupied. 

This plan was developed, after close actuarial study, by Mr. J. F. Kim- 
ball, executive manager of Baylor University. It has proved its worth 
over a period beyond the stage of experimentation. 

Group hospitalization is worthy of further study. Its benefits to the 
patient as well as to the hospital are apparent. The hospital does not deal 
with the patient but with the group. Its operation follows the economic 
principle that the cost of benefits in which all share should be borne by all. 


——_ -+0«—____- 


HOSPITALS IN PERIODS OF UNEMPLOYMENT 


When economic set-backs become pandemic, our hospitals become the 
center of public welfare activities. The demands for their service are 
greatly increased. The revenue for their operation is substantially dimin- 
ished. The patient, regardless of his financial resources, must be taken 
care of, housed, fed, and nursed without sacrifice of hospital efficiency. 
-In such periods the hospital is not a business, it is a charity. And in 
dedicating its plant and its services to humanity the motives that guide 
have to do with successfully housing and efficiently caring for the in- 
creased number of sick, most of whom are charity patients, who need 
hospital care. 

The tenth annual presentation of hospital data, published in The Journal 
of the American Medical Association by the Council on Medical Educa- 
tion and Hospitals, shows a large increase in work done by our hos- 
pitals in 1930 over 1929. In 1929 the daily average of patients in hos- 
pitals was 726,766; in 1930 it was 763,382, an increase of 36,616. The 
total number of hospital patient days was, for the respective years, 265,- 
269,590 and 278,634,430, an increase of 12,364,840 patient days in 1930. 

Out of a total of approximately 1,000,000 hospital beds in this country 
192,487 were constantly unoccupied in 1930 and of this number 131,225 
were in general hospitals. The total number of beds in the general hos- 
pitals, including bassinets, is 415,550—an average occupancy of 68.4 per 
cent. 

Of the 192,487 constantly unoccupied 78,989 were in eleemosynary in- 
stitutions under federal, state, county, and city control, and 113,498 were 
under church, fraternal, industrial, individual, and independent association 
control. 

With improved employment conditions the pressure on other public 
welfare activities will grow less; with our hospitals the curve of the load 
will continue upward but should pass its peak in ninety days, and then 
‘decline gradually. 
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THE MULTIPLE CARES AND COSTS OF 
MEDICINE’ 


By Stewart R. Roserts, M.D. 
Atlanta, Georgia 
T WAS AfscuyLus, the Greek dramatist, who wrote: 
“ affliction knows no rest, 
But rolls from breast to breast its vagrant tide.” 

This statement is a dignified summary, even in a couplet, of the suffer- 
ing of mankind. Civilization has attempted to succor, relieve, and, to a 
degree, prevent this suffering. The organization which aims at these ends 
is called medicine. It contains within itself the science, the art, and the 
function of service to mankind in its multiple afflictions. Medicine is a 
human thing and full of human frailty, but it works in behalf of human 
needs. These needs are usually pressing in their demand, so much so that 
Hippocrates spoke of them collectively as “the occasion instant.” Medicine 
is a social service for the entire community. Its parish and community is 
the world. Lesser distinctions of race, creed, and sex, good and ‘evil, 
nation, politics, and party, do not primarily concern it. Its service is for 
the suffering and for the prevention of suffering according to the science 
of the period, the custom of the community, the efficiency of the medical 
agent, and the agencies at his command. The efficiency of medical service 
rendered to any community is usually somewhat proportionate to the 
economic conditions of that community. Medical service, economically, is 
rendered rather loosely on the law that “the laborer is worthy of his hire.” 
In the beginning, it is well to visualize the size of the United States and 
the very large problem of rendering good medical care to 123,000,000 peo- 
ple. The phrase “good medical care” should always have the implication of 
prevention as well as cure. The different zones in climate in so large a 
country have diseases and medical problems incident to them. The problem 
of cost may be put pertly in the three questions Davis used when he said: 

“How big is the sickness bill? 
“Who gets the money? 
“Who pays it?” 
The problem of care may be put equally tersely in three questions: 
“How big is this service of care? 
“Who gives it? 
“Who gets it?” 

Care is used in the sense of “good medical care”; cost, in a sense of “rea- 
sonable cost.” Concentrated urban populations have somewhat different 
medical problems from the sparsely settled rural sections, industrial work- 


1Read before the American Hospital Association, New Orleans, October 21, 1930. 
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ers different problems from farmers. Olin West, of the American Medi- 
cal Association, stated the problem well when he said that the question be- 
fore the medical society to-day is “the delivery of adequate scientific 
medical service to all the people, rich and poor, at a cost which can be 
reasonably met by them in their respective stations in life.” Rappleye wrote 
last May that “illness and disability are very unevenly distributed through 
the population and that the largest problem before the medical profession 
is to secure an adequate distribution of modern medical services to the 
entire population at a- reasonable cost.” The cares of medicine are so 
multiple that a medical personnel of 1,500,000 people are in medical work 
in this country. According to Allon Peebles, this personnel includes: 
Enumerations Estimates 





NE Soi on rou clei bew/aw ne dees e se Ot ee ee 
PE EE WEEE. 5. sevdiieecccecdews® doers’ 24,000 
FERRE ORD net eee Era ea ee Cae)! Nake 
PE ola ckwnes visdweinescasee” eeepes 1,800 
NR 65h). cVeleeeee eke eve ee “Cbs tee 12,000 
NR 5 dul enh Kewunedddennewewe. | eee sua 10,000 
i PTT reer ee Pernt er 
MINA Mise pigtais din Ha evnkeWe Nakao we ie's' ne ree 
Gb i6 oh annua akieabakegs: oigtaleeh 500 
NS sin hau bien o wb ERES Se nega Nae’ 300 
NR EA caida any eaoesudniwule icine’. <ageneht 15,000 
Christian Science practitioners.............. a a 
ER ee eee eee ee 200,000 
NN I ET OE OT Pree kre 
NN Aa be sh oe TES WSK eee R RED. Swede 55,000 
Hospital superintendents (not included above) . CS ee 
Hospital personnel (not included above)...... ...... 550,000 
Clinic attendants (not included above)........ ...... 5,000 
Optometrists and opticians.................. re re 
ee are 7,000 
PUREE tees arte REE hah heh Avec Warsi ma & BuRe es 3,000 
ce CTR See Ce ee ne ey ee ea eT 100,000 
Drug clerks and assistant registered pharmacists ...... 84,000 
Health department personnel (not included 
SE dics rieete eu teRek ween eee Rese neues 11,500 
a. 1,400 
Personnel of private health organizations (not 
ek eased edine sade, nal ee 1,000 
PE 6-45 SOEs nace chad veh oe neni de 399,611 1,081,500 
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This large personnel is not only to be paid for its labor, but to be 
trained as well. Its investments include land, buildings, and equipment for 
medical schools, clinics, institutions for special disease research, and above 
all hospitals. The hospital business in amount invested is the fifth business 
in the country. The business of a hospital is to give good medical care to 
its patients. Approximately $3,500,000,000 is invested in them; they 
number seven thousand and have nine hundred thousand beds. The gov- 
ernment institutions provide 70 per cent of the days of hospital service 
rendered and private institutions 30 per cent. Government agencies pro- 
vide 64 per cent of bed capacity, churches and independent associations 31 
per cent, individuals and partnerships 5 per cent, and these last are operated 
for profit. It is estimated that ten million people pass through the hospitals 
annually ; their average population is seven hundred thousand patients daily 
and it takes seven hundred thousand people to administer them. The hos- 
pitals are increasing in number and size. From one-half to three-fourths 
of the patients in the general hospitals pay no fee to a physician. The dis- 
tribution of hospitals varies greatly. Wisconsin has one bed for each 154 
persons, and South Carolina one for each 749 persons. Each hospital is a 
potential or actual medical center. The office of superintendent is one of 
the most important positions in America. The greater the capital invest- 
ment in hospitals and the higher the administrative overhead, the more 
expense, as a rule, to the private patient. A hospital built without regard 
to administrative efficiency or its cost, much less with any regard to cost 
to the private patient, affords a difficult administrative and financial prob- 
lem. The financial relation between the hospital and the physicians will 
probably increase in mutual co-operation. 

The costs as well as the cares of medicine are multiple. The follow- 
ing figures are probably accurate within variable limits. It costs nearly 
$3,000,000,000 a year in a nation whose income is $90,000,000,000. This 
expense includes all government appropriations for medical care. Of this 
nearly $3,000,000,000, 23 per cent goes to physicians in private practice ; 25 
per cent for drugs and appliances; 30 per cent to hospitals and clinics; 8 
per cent to dentists; 5 per cent to nurses; 2 per cent to practical nurses; 
4 per cent to healers and irregulars; and only 3 per cent to preventive 
work. Of the three chief items of expense—physicians, drugs, hospitals, 
and clinics—more is spent for drugs and for hospitals than for private 
physicians. The ratio between physicians and drugs is $625,000,000 to 
$700,000,000. Probably one-half or two-thirds of the expense of drugs 
is wasted. Only $1.00 for prevention as compared with $30 for cure of 
illness is significant. 

But of greater importance is the uneven distribution of sickness annually 
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on the individual and the family and the resulting uneven distribution of 
costs. The people of the United States seem to average one or two dis- 
abling though brief illnesses during the year. Morbidity and disabling 
illnesses vary in frequency from the mortality diseases. The chief causes 
of disabling illnesses seem to be (1) colds, bronchitis, and influenza; (2) 
diseases of the nose, throat, and larynx, including tonsillitis; (3) minor 
surgery; (4) digestive diseases and disorders; (5) non-venereal diseases 
of the genito-urinary system; (6) diseases of the skin; (7) diseases of 
the heart and circulation; (8) “headache”; (9) “rheumatism”; (10) “con- 
stipation.” For such brief and disabling illnesses the average family seems 
to spend from $30 to $80 annually and more as the family income increases. 
But serious illness, such as typhoid or pneumonia, is extremely unevenly 
distributed. Probably 50 per cent of such illness falls annually upon one- 
sixth of the families, leaving five-sixths of the families without any 
serious illness or notable medical expense. Just at this point arises 
financial strain on the average middle class family, and here too is the 
starting point for the discussions and movements that look toward sick 
-insurance, collective reserves for sickness, government aid, and similar 
effort. Medical care and medical cost, to use Booker T. Washington’s illus- 
tration, are as separate as the fingers of the hand, but as united as the 
hand in service. Medical care is the art in action; medical cost is the value 
of the service rendered. The answer to the question, “How can all the 
people receive good medical care at a cost within their ability to pay?” is 
the starting point which calls for constructive social policies in all nations 
and demands the attention of the best minds, both lay and medical, in this 
country. 

But one may say that the multiple cares and costs of medicine are neither 
a social nor an economic problem. It is admitted that we are an extrava- 
gant nation, that we spend easily according to the repetition and attractive- 
ness of advertisements, that we borrow with confidence and pay back with 
travail, that we rise to heights of speculation in Florida or on the stock 
market and then sink to depths of pessimism in the valleys of finance, that 
we seek profit often without work, and then, in panic, work without profit. 
When we compare the expenditures for luxuries with the medical bill of 
the nation, it seems that the medical bill is rather reasonable, as is indicated 
in the two tables from Rappleye. We spend $1,500,000,000 in advertising, 
$3,000,000,000 in prisons, courts, and crime, and in ten years have scrapped 
automobiles for which we paid over $12,000,000,000. Six times as much 
for passenger automobiles as for doctors seems strangely little for health 


and life and the cure of disease. More for the separate items of non-com- 


[10] 























THE MULTIPLE CARES AND COSTS OF MEDICINE 
mercial gasoline, candy, and theaters, including movies, than for doctors 
or for drugs in a luxury and amusement loving people seems consistent. 


Table No. 1—Annual Cost of Non-government Medical Services 
In millions Per family 





of dollars per year 
“Patent medicines” “and drugs...........sse8> $700.00 $25.00 
SED 3 ad aeivia eA oN i ed dura dan ene 650.00 24.00 
Hospitals (non-governmental) ............... 380.00 15.00 
Nurses, trained and practical ................. 200.00 8.00 
ME, xB Nek R6-4405 ah Ghent ka Soe eeRr Re 150.00 6.00 
SIUIIIE 4:5 dx 4S ckhen  cow's eaGrageny eke L 50.00 2.00 

$2,130.00 $80.00 


Table No. 2—National Non-medical Expenditures 
In millions Per family 
of dollars _— per year 


ee ee rT $4,000.00 $150.00 
TU CID 5s hacknic sc bcnesesaaaes 1,800.00 67.00 
ied kai oh Paki kee eon aee teal 1,000.00 37.00 
Gasoline (non-commercial) ................6. 1,000.00 37.00 
Theaters, movies, entertainment................ 930.00 - 35.00 
Soft drinks, ice cream, and gum.............. 910.00 34.00 
Jowelry wae far WIR nk. 6 666 visc a cee ecndawes 780.00 29.00 
Radios and musical instruments............... 440.00 16.00 
Sporting goods, toys, Games: 0.665. 06k eda c nis 430.00 16.00 
Perfumes, cosmetics, toilet soap .............. 410.00 15.00 





$11,700.00 $436.00 

With these contrasts in national expenditures before the eye, the exact 
point of the problem can easily become clear. The solution of the problem 
is quite another matter. Medical care costs money; the better the care, 
other things being equal, the more the cost. There is a diversity of gifts 
even in medicine. Using the doctor as a representative of the national 
personnel and the hospital as a representative of a medical institution, and 
contrasting the service rendered by these with the cost of such service, the 
very intricacy of the whole matter is evident. One doctor may vary from 
another doctor in many things, one hospital from another hospital in many 
things. Medicine, too, is stingy with her stars, generous with mediocrity 
with the mass, and holds, in common with pay and reward everywhere for 
everything, that there is some relation between the ability of the medical 
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man, the service rendered, and the fee allowed; that there is some relation 
between the quality of the service rendered by the hospital and the 
bill. Medicine has made the most astounding progress in the last fifty 
years. This progress means longer and better training on the part of 
the doctor, better doctors who give better service, more expensive hos- 
pitals better equipped for better care—and the whole results in much 
more expense to the patient. Even patients usually get what they pay 
for. Most of them get more than they pay for and hundreds of thou- 
sands of them pay nothing for all they get. Nearly every notable addition 
to the equipment of medicine costs the doctor and the patient more 
Every conquered disease means less expense to the patient and less 
medical income to the doctor. Witness typhoid and diphtheria, small pox 
and rabies, as illustrations of the planetary type. Nothing, probably, is 
relatively cheaper than the domiciliary service of the general practitioner. 
But a case of serious illness, particularly if it requires careful diagnostic 
and instrumental study, laboratory, nursing, and specialists’ care, is pro- 
portionately very expensive. The need of the patient for medical care is 
one thing but, except for the rich, there is usually a fierce limit in his 
ability to pay for proper care. Medical care per patient is a service unit; 
medical cost per patient is an economic unit. Civilization is so permeated 
by the Christian spirit of service that the social effort is made to meet 
the needs of medical care. Science has made such progress that the art 
of medicine gives far more than it is paid for. Both service and science 
have, except for the rich, far outstripped the economic resources of the 
patient. 

Care should know, in an ideal state, no economic distinction between 
patients, either in prevention or cure. Economically patients divide them- 
selves into the rich, the poor, and the middle class. As a rule the rich pay 
for medical care gladly and liberally. The rich are usually charged on a 
sliding scale—the richer the patient, the greater the fee. Corner rooms in 
the hospitals are for them and profit from such rooms goes to the poor. 
In a sense the rich pay for the poor. This is a custom, but whether it is 
just is questionable. The poor pay not at all or only a pittance, but some- 
body pays—the hospital in free beds and nursing or the doctor in free 
service; no one of these is free on any count. This is a custom, but whether 
it is just may be questionable. Then, lastly, the middle class, who pay for 
their medical care or try to. On them the burden of serious illness falls 
with financial hardship. The middle class is the chief strength of the 
nation. Probably not more than 6 per cent of American families have an 
annual income of $5,000 or more. And yet this is the richest nation in 
history. Serious illness is not included in the average family budget and 
comes only with surprise and the force of an emotional emergency, for 
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which the family is unprepared. The family wails in its emotional anxiety, 
often says, “Spare no expense,” often indulges a little false pride in un- 
necessary expense, particularly if the doctor invites frills, and then is 
financially shocked when the bills come in. An average middle class pa- 
tient will have a private room in the hospital at $40 a week, a nurse at 
$56 including her board, or a total of $96 per week before medicine, doc- 
tor’s bills, and extras arrive. No statistics or opinions will cancel the strain 
on such a middle class family. In serious illness the rich pay well, the 
poor not at all, and the average man strains to pay. 

The personnel of medicine runs all the way from the trained and intel- 
lectual doctor to the lowly grave digger, and includes the dentist, nurse, 
technician, public health officer, clinician, teacher, research worker, hos- 
pital superintendent, etc. As much as any other group they have brought 
about “man’s redemption of man” from much of disease, suffering, and 
premature death. Taking the doctors alone, imagine a civilization without 
the contributions of Paré, Pott, Jenner, Withering, Laennec, Pasteur, 
Lister, Long, Koch, Sims, Crile, Banting, and hundreds of others. Apart 
from the few who are chosen none of them walks any easy economic path. 
The annual average income in the United States per doctor is probably be- 
tween $3,000 and $4,500. With the exception of aviators and locomotive 
engineers, the doctor’s life is shorter than that of a man in any other calling. 
Whatever may be said of him, he is loyal and true to his patient and 
serves to the uttermost in birth, life, and death. He may be nothing but a 
doctor, but as a doctor he gives his life to his patient and no man can do 
more. In the opinion of mankind his calling and election are sure. If 
he be an average man he Fords for a lifetime; if he move from star to 
star, the first ten years he Fords, the second ten he Buicks, and the third 
ten he Packards. He is usually twenty-five to thirty-five years of age 
before he is ready to earn fees from his profession and there are usually 
long, lean, and waiting days ahead. Individual variations of deficiency 
occur as in any other group. He makes mistakes as does atiy other man, 
but he tries not to make the same mistake twice as does any other man. 
His task is sometimes almost superhuman. He is often far more ready 
to serve than he is able to collect. 

It is difficult to discuss medical care in cold sentences; rather, one is 
tempted to use adjectives of adoration and leap to blatant oratory when 
the meaning and measure of that service is even imperfectly realized. One 
could write a big book on what has already been done in terms of larger 
services by diseases, groups, geography, and the world. The mere men- 
tion of typhoid, typhus, malaria, yellow fever, tuberculosis, aseptic sur- 
gery, advances in anesthesia and obstetrics, the greatness of pediatrics, 
the mechanical triumph of American dentistry, the constant advances «in 
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sanitation and public health, a medicine that permits great cities and 
crowds without fear of epidemics, great hospitals and clinics and medical 
schools—these and many more illustrate the larger service. And the little 
services—the broken finger, the sprained ankle, the nail in the foot, the 
throbbing boil, the toothache, the burn, the headache, the cut finger, the 
stubbed toe, constipation—that crude result of ignorance and laziness, 
the comfort of the neurotic and even his cure (or, more often, her cure), 
the accent on the ways of health, air, exercise, swimming, sleeping, and 
the prevention of disease. And then the softer services—staying with the 
dying, supporting the weeping, guiding the ignorant, stengthening the 
weak, towing the wicked, cheering the gloomy. Medical care ministers 
not only to the physical, but leads more and more through the physical to 
the ways of the mind and to the spiritual sources and resources of life 
itself. 


The problem in the last analysis is an economic problem, but in its 
larger phases it involves the methods of delivery of medical services to the 
public, the care of the public’s health, the reorganization of the processes 
within the profession which increase the efficiency of the care and lower 
the per capita cost and permit all the people to get all the medical care that 
is actually needed conveniently, adequately, promptly, efficiently, in terms 
of prevention and cure at a reasonable cost within their ability to pay and 
with continuous reward to the physician, including the whole medical per- 
sonnel, taking into account the length and expense of preparation, gifts 
and skill, value of service, and cost of overhead, with due regard to 
physical strain and old age safety. It is exceedingly difficult to reduce 
medical care to terms of cash and costs and one must be careful in his 
thinking. Many points of view are involved: for example, the public, 
institutions and special interests, public health and its viewpoint, nursing, 
economics, private practice and the government, and the organized medical 
profession as represented by the American Medical Association. 


The Committee on the Costs of Medical Care has been at work for three 
and one-half years. A sub-title of this committee is extremely interest- 
ing: “Organized to study the economic aspects of the prevention and care 
of sickness, including the adequacy, availability, and compensation of the 
persons and agencies involved.’ Several studies have been issued and 
many more are in the course of preparation. It is an unbiased committee, 
working for the common good of all the agencies involved, but studying 
an exceedingly difficult problem. Its studies are particularly interesting 
to educated men and women everywhere. It could be said in all justice 
to medicine, to the sub-title of the committee, and to the committee itself 
that the same quesion that is asked of medicine could be asked about food, 
clothing, shelter, education, and other essentials of adequate living, but 
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we are primarily concerned about medicine. The committee has another 
year and a half to continue its studies. Probably no member of the com- 
mittee has reached any definite conclusion. 

The changing trend in medicine is distinctive. From the time of 
Hippocrates medicine has been regarded as a private matter between the 
physician and the patient. The patient speaks of “my doctor” and the 
doctor of “my patient.” Neither of them owns the other and medicine is 
no more regarded merely as a private art. In a new sense the doctor has 
a practice, but he has no patients—they come and go as they please. Medi- 
cal practice is also a community problem, an economic problem, and a 
social problem. Bardeen expressed the new viewpoint when he said, 
“Medical service is essentially a social science, medical art a social art. 
The medical student needs, as never before, a training which will enable 
him to take an intelligent view of social questions.” There is probably no 
sharper contrast in the history of medicine and its ever-changing ways 
than the following quotation from The Wealth of Nations, published in 
1776 by the canny old Scotchman, Adam Smith, and the recent pamphlet 
issued by the British Medical Association in August, 1930, entitled, “The 
British Medical Association’s Proposals for a General Medical Service for 
the Nation.” I quote from Adam Smith first, as follows: 


“The five following are the principal circumstances which, so far as I have been 
able to observe, make up for a small pecuniary gain in some employments, and 
counter-balance a great one in others; first, the agreeableness or disagreeableness of 
the employments themselves; second, the easiness and cheapness, or the difficulty and 
expense, of learning them; third, the constancy or inconstancy of employment in 
them; fourth, the small or great trust which must be reposed in those who exercise 
them; and fifth, the probability or improbability of success in them. 

“A man educated at the expense of much labor and time to any of those employ- 
ments which require extraordinary dexterity and skill may be compared to one of 
these expensive machines. The work which he learns to perform, it must be ex- 
pected, over and above the usual wages of common labor, will replace to him the 
whole expense of his education, with at least the ordinary profits of an equally 
valuable capital. It must do this too in a reasonable time, regard being had to the 
very uncertain duration of human life in the same manner as to the more certain 
duration of the machine. 

“Education in the ingenious arts and in the liberal professions is still more tedious 
and expensive. The pecuniary recompense, therefore, of painters and sculptors, of 
lawyers and physicians, ought to be much more liberal; and it is so accordingly. 

“We trust our health to the physician, our fortune and sometimes our life and 
reputation to the lawyer and attorney. Such confidence could not safely be reposed 
in people of a very mean or low condition. Their reward must be such, therefore, 
as may give them that rank in society which so important a trust requires. The 
long time and the great expense which must be laid out in their education, when 
combined with this circumstance, necessarily enhance still further the price of their 
labor. 

“Put your son apprentice to a shoemaker; there is little doubt of his learning to 
make a pair of shoes. But send him to study law, and it is at least twenty to one 
if he ever reaches such proficiency as will enable him to live by the business. In a 
perfectly fair lottery, those who draw the prizes ought to gain all that is lost by those 
who draw the blanks. In a profession where twenty fail for one who succeeds, that 
one ought to gain all that should have been gained by the unsuccessful twenty. 

-- “To excel in any profession in which but few arrive at mediocrity is the most 
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decisive mark of what is called genius or superior talents. The public admiration 
which attends upon such distinguished abilities makes always a part of their reward; 
a greater or smaller in proportion as it is higher or lower in degree. It makes a 
considerable part of that reward in the profession of physics; a still greater perhaps 
in that of law; in poetry and philosophy it makes almost the whole. 

“The contempt of risk and the presumptuous hope of success are in no period of 
life more active than at the age at which young people choose their professions.” 


Contrast the above quotations with the increasing accent on the social 
and economic side of medicine as illustrated by the following excerpts 
from the British Medical Association : 


“What kind of health service should be at the disposal of every member of the 
community? The answer is simple. Every kind of service that may be necessary 
for the prevention and cure of disease and for the promotion of full mental and 
physical efficiency. The Association, therefore, presents the following scheme to the 
public and invites the fullest criticism.” 


And then occur such statements as these: 


“A satisfactory system of medical service must be directed to the prevention of 
disease no less than to the relief of suffering.” 

“The medical service of the community must be based on the provision for every 
individual of a general practitioner or a family doctor.” 

“A consulting service of all necessary specialists and auxiliary forms of diagnosis 
and treatment should be available to the individual patient, normally through the 
agency of the family doctor.” 


Adam Smith wrote in terms of the doctor and his economic status. The 
British Medical Association, 146 years later, is writing of service “for the 
nation” and so our thoughts and effort must reach out to solve the problem 
that medicine may serve the nation and yet have an adequate income 
provided for its personnel. 

A few general considerations may afford a basis for progress consistent 
with these aims: 

1. Medicine is no longer merely an individual and private matter be- 
tween the doctor and the patient. It is also a public matter with increas- 
ing social and economic problems. In America it is to be considered in 
relation to service to the entire nation of 123,000,000 people, of whom 
two million are disabled annually by sickness which can be prevented, and 
among whom are 130,000,000 cases of disabling sickness, among young 
people in the public schools and wage earners, causing a loss of at least 
420,000,000 work and school days. 

2. The practicing physician takes comparatively and proportionately 
little interest in preventive medicine. He is busy with curative medicine, 
from which his income is derived. There is comparatively little time 
given to health counsel and advice. Preventive medicine should be a large 
part of his duties, but a method should be devised whereby he may receive 
fees from health counsel and advice commensurate with the time spent, 
as theoretically he does from curative medicine. 

3. The doctor has ceased, as a rule, to locate in the country for 
practice. Of the gainfully employed of the population, only 18 per cent 
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are engaged in agriculture, and they produce only 9 per cent of the na- 
tional income. The country districts need medical service, but doctors 
cannot be forced to settle where there is no compensation provided, or 
where compensation is meager or uncertain. Many rural areas are so 
sparsely settled that sick insurance, unless spread over a large body of the 
urban population, weuld not solve the problem. Perhaps some method 
of government aid with group medicine, closely or loosely knit, with the 
county or district hospital the medical center, would seem to be in order. 

4. An increasing number of recent graduates seem to be shying at 
private practice. Its irregular hours, the delay, difficulty, and financial 
strain of getting going and established, the unpleasant efforts to collect 
fees, and the weight of the overhead, which ranges from 25 per cent to 
45 per cent, cause them to hesitate. Instead, probably 40 per cent are en- 
tering part or full-time government, corporation and industrial medicine, 
bureau, and institutional work. An increasing number of welk established 
private practitioners are seeking part-time positions. Ten per cent of the 
physicians in New York City are said to be in different departments of 
the city government. Young doctors, instead of waiting for private 
practice to develop or being content with one or more insurance company 
contracts, seek executives for first aid rights and thereby develop a private 
practice among the employees. From these part-time connections full- 
time positions often develop. This is one reason for young men’s seeking 
city or industrial locations. In one school from one class of forty-five 
graduates, ten entered the Navy, or 22 per cent. 

5. Corporations are already practicing medicine on a large scale with 
their clientele limited, except rarely, to employees, from president to 
puddler. A great railway system has its chief surgeon and one or more 
local surgeons at every little town and crossroads. The large insurance 
companies have their medical staff and their examiners nationally located. 
Doctors welcome these positions. Full-time positions with corporations 
carry with them many distinct advantages in addition to the salary re- 
ceived, such as vacations on full pay, no overhead, often free house rent 
or aid in purchase of a home, sick care, group insurance at reduced rates, 
old age pensions, and a strainless life. This is the new industrial medicine 
which will increase in the number of its medical personnel, its power in 
the profession, and its political dominance in the medical associations. In 
the case of the national companies or railroads with thousands of miles 
of track, in its distribution at least, it is chain store medicine. This and 
its sub-varieties, even invading private practice for a month or a year at 
certain stipulated fees, is called contract practice, and is sharply attacked 
by certain idealists in the profession. But their objections, while possibly 
theoretically valid in another day, are but wasted effort in this day. The 
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doctor no longer looks merely to his own private practice for his living. 
Doctor and patient have had added unto them doctor and corporation and 
patient, or doctor and government and patient. The addition has come 
to stay. 

6. Group medicine is increasing. It is a form of private group or pri- 
vate institutional medicine. It affords concentration in location, increase 
of convenience to doctor and patient, decreases in the overhead, association 
of specialists, rapidity of diagnostic decision, prompt institution of treat- 
ment, and economy to.the patient. The group tends to break down the 
individualistic trait of the past, teaches men to work together for a com- 
mon end, makes better doctors because of the clinical friction of good 
minds, affords a gentle and tactful oversight of the younger men, and 
gradually, with the years, builds a worthy institution for, of, and by pri- 
vate practice. In some towns every doctor is in one group or all doctors 
are in two or more groups. 


7. The Marietta Plan is a contribution of a county medical society well 
worth studying. Marietta is the county seat of Cobb County, a fine town 
of 7,500 population and only twenty miles from Atlanta. Up to three 
years ago—1927—four conditions prevailed: Two of the twelve doctors 
were leaders of their factions and at odds; one had a little private hospital 
all his own, the other leader and his friends a second, hardly-to-be-called 
hospital in a fine old dwelling house; many of the better class patients 
went to Atlanta and other cities for treatment; the doctors were not doing 
as well as they should; there was a lack of cohesion, harmony, and or- 
ganization and a sharp lack of modern medical equipment for the com- 
munity. The two leaders of the factions died, the other doctors came to- 
gether, organized a stock company, which included the doctors of the 
town, the doctors practicing out in the country, and a few leading business 
men, bought a large corner lot for $10,000, built and equipped with 
modern apparatus and modern conveniences a splendid brick hospital, 
which was built for service and economy and not for an architectural 
exhibit. Eight of the ten doctors have their offices in the hospital, their 
rent is only forty-six cents per square foot per year, all rents, laboratory, 
and x-ray fees go into the hospital treasury for interest and sinking fund 
provisions, the doctors in the county can bring their patients to the hospital 
and treat them, accident work rotates month by month among the different 
surgeons, purchases from drug stores rotate month by month among the 
druggists of the town, the county medical society meets monthly in the 
hospital, doctors from the cities come for monthly lectures and clinics, 
and harmony and efficiency prevail. Overhead is lowered, soon rent will 
be free, fewer patients go to the cities, the doctors do better medicine, 
and the people seem willing to pay slightly better fees and these more 
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promptly. Each doctor retains his private practice, the whole is a loose 
clinical and economic group, yet bound by clinical and economic ties with 
mutual aims and ideals. The possibilities here are many. Were an in- 
surance feature added to break the uneven blows of sickness on the dif- 
ferent families, a nearly ideal medical condition would exist for the 
doctors and the people. If later the dentists should come into the plan, 
with social service and hourly nursing added, it could be a model of 
progress with the county medical society the dominant owning, controlling, 
and serving factor. 

8. Probably 80 per cent of all practice can well be handled by the 
trained and experienced general practitioner, who is honest, competent, and 
wide awake to the essentials of practice and progress. Through him 
should the patient be referred to the specialist as the specialist is really 
needed, except for minor details and routine. It is going from one spe- 
cialist to another that is particularly expensive. Illustrations are multiple. 

9. America has a system of self-appointed specialists, a majority of 
whom are extremely competent and a minority of whom are extremely in- 
competent. There is no law, board, or procedure which has national 
authority to examine into their fitness and give them approval. From 40 
per cent to 80 per cent of recent graduates are entering upon specialties, 
many without sufficient training and without the valuable clinical experi- 
ence derived from general practice. Their approach to the sick man is 
therefore naturally directed largely by the limitations of their specialty 
or the mechanistic approach through the laboratory rather than through 
the safer gate of practical service and immediate needs with the per- 
spective of the whole man. Probably not more than 20 per cent of prac- 
tice calls for a specialist. Many surgeons lack the long training necessary 
for real surgery. There is a general impression, shared by both laity and 
profession, that much unnecessary surgery is being done. The profession, 
in whispered tones, divides surgeons into surgeons and operators. An 
honest and incompetent surgeon can probably do more harm than the 
same variety of internist. A special license for the surgeon is probably in 
the near future. 

10. After the Civil War the government gave pensions to the soldiers ; 
after the Great War a cash bonus, insurance at low rates, vocational 
education, compensation for injuries, and free hospitalization with free 
doctors, free nursing, and free treatment for periods as long as necessary. 
In civil practice, the problem for financial reasons is to keep the patient in 
the hospital long enough for safety. In veterans’ hospitals the patient 
seems, as a rule, not in a great hurry to leave. Congress, the American 
Legion, and the public are united in generous free medical care to the 
veterans. The United States Government is already in the avowed busi- 
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ness of giving free medicine to nearly five million of the population who, 
in this respect at least, were so fortunate as to be bravely in the last war. 
As these veterans grow older, their infirmities will increase, their de- 
mands for hospitalization will be more frequent and for longer periods, 
the appropriations will be larger, and hundreds of millions will be spent 
for new and larger hospitals. In this respect, government medicine is 
here. The United States Government is practicing medicine. Twenty-five 
departments of the national government are engaged in some form of 
active medical work. This is not a criticism, but a fact. It illustrates 
the increased social consciousness for government medicine. Its influence 
upon the non-veteran public will probably increase with time. 


11. Sick insurance has not failed in this country. It has just never 
been tried in a proper way on a sufficiently large scale. Many difficulties 
surround it. It must be run on a proper basis for the safety and care 
of the insured and not for profit; clear enforcible rules must be had to 
prevent civil malingering, unfair claims, and a general attitude on the 
part of both insurer and insured of absolute fairness and fair play. Sick 
_insurance, to use Winslow’s phrase, is a system of “collective reserves,” 
not of compensation to replace loss of wages during sickness and in- 
capacity, but rather for medical, hospital, and nursing care and treat- 
ment that the insured may as promptly as possible, under good care, be 
restored to work. Sick insurance is not primarily to replace wages lost 
but for cure; not for compensation but for restoration. Life insurance 
is payable on proof of death. Sick insurance is more difficult because 
it is not so easy to decide whether the patient is still sick or well, whether 
feigning or feeling bad, whether fair or acting for an undeserved benefit, 
as it is to prove that he is dead. 

12. Sick insurance is in the medical air. Rappleye finds that twenty- 
three countries have national compulsory insurance and seventeen volun- 
tary insurance. Western Canada is moving in the direction of salaried 
medical services in an entire province. The workmen’s accident insurance 
under the state compensation laws is an example of compulsory state 
medical insurance to meet a problem of illness, accident, and needed care 
for restoration. The sick policy runs through the very life of the negro 
population of the ‘South and even up through the industrial workers. 
Higher up in the economic scale, including employers and employees and 
even faculties of the universities, is group insurance, in many instances 
including the triple purpose of health, accident, and life, and at the mutual 
expense of corporation and employee. Just as the railroads or fire insur- 
ance companies work under state laws and special commissions and yet 
are private companies, the Interstate Commerce Commission for the rail- 
roads, and state commissions for the insurance companies, so a govern- 
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ment may pass sick insurance laws, have an official commission to control, 
judge, and decide enforcement problems, and yet, as in the case of rail- 
roads or insurance companies, leave the sick insurance to private com- 
panies, individuals, and associations. Sick and industrial insurance is what 
Armstrong calls “a more constructive social policy.” It gives the doctor 
pay where otherwise there would be no or uncertain pay, andthe patient 
certain care in illness and accident where otherwise he would receive only 
precarious care, the family some hope of food when the source of supply 
is sick, or temporary sustenance in case of death. The next ten years will 
probably witness a great extension of the plan of sick insurance in this 
country as one method of leveling the uneven load in the annual dis- 
tribution of illness. 

13. There seems to be a growing impression that the profession must 
become a socially conscious profession and develop leadership and reor- 
ganization on this basis. Otherwise the demands for medical service and 
social progress will eventually cause leadership to arise outside the pro- 
fession, under private lay or public government control. There are many 
probabilities. The gathered traditions, entrenched customs, and meticulous 
ethics of the profession are hardly safe unless they meet the social and 
economic demands of a progressive day. There was an ostrich who hid his 
head in the sand. The medical profession needs the glare of publicity 
and the glow of dignified advertising, that its problems, trials, and triumphs 
as well as its service may be known of all men. The best way to rid 
civilization of quacks and incompetents is to tell of the service of the com- 
petents. This is an exceedingly difficult problem, and one would hesitate 
to express any opinion as to the methods that would be wise. The past 
customs and conventions of the profession have been almost adamant on 
this point. Perhaps the methods of the Academy of Medicine of New 
York City are what one might call an advanced example, which, no doubt, 
will become more generally adopted. 


14. This new medicine must mix service with unselfishness, leader- 
ship with economy, good medical care with care for medical costs, with 
the accent on the essentials of practical needs rather than on the ruffies of 
non-essential details, and a reasonable demand that it be paid reasonably 
for all its services rather than receive no pay for much and much pay 
for little; must trust to volume rather than rare high fees from the 
favored few; must think of the needs of all the people, rather than the 
needs of a few people in a group; acknowledge competition and group 
organization in an effort to render better service at lower fees, and lower 
overhead. Democracy must function in the medical art as well as the 
medical art in democracy. 


15. What is best for the doctor is best for the people. What is best 
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for the people is best for the doctor. Medicine was not made for the 
doctor, but for the people. Medicine has strained to achieve a science. Its 
art is practical and should in turn strain to achieve the delivery of preven- 
tion and cure to all the nation easily, economically, efficiently. Medicine 
is of greatest value when it prevents or cures sickness in all the people 
within their economic ability to pay promptly. The doctor can best serve 
at lowest cost in an atmosphere of professional life, liberty, and com- 
petition peculiar to his own people. Therefore, write first these things: 
Preserve his private status, encompass him with no entangling government 
control of private practice, avoid the strings of the bureau of authority 
that would come between him and the patient, do nothing by law or force 
that would lessen his initiative, blur his enthusiasm for his art, or reduce 
him to a clinical cog in a medical machine. Write these things at the top 
—and then under them write the newer things demanded by a newer 
time, and he will be first on the field for service, prevention, and cure. 


ee 


REV. A. G. LOHMANN RESIGNS 


Rev. A. G. Lohmann, one of the best known figures in the hospital field, 
has tendered his resignation as superintendent of the Deaconess Hospital, 
Cincinnati. This resignation will be effective June 12, Dr. Lohmann’s 
seventieth birthday anniversary. 

Dr. Lohmann has had a long and distinguished service in hospital and 
social service work. For the past sixteen years he has been connected with 
the Deaconess Hospital. Previous to that time he was president of the 
Fairview Park Hospital Board of Cleveland. He was the founder and for 
five years the superintendent of the Cleveland Boys’ Home and was a 
member of the state board of charities for the administration of Governors 
Harmon and Cox of Ohio. For fourteen years he was superintendent of 
the Cincinnati Hospital Superintendents’ Council. During his sixteen 
years of service at Deaconess Hospital, he has seen the institution grow 
from a plant valued at less than $150,000 to a plant appraised at more 
than $1,000,000. 
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THE HOSPITAL’S RELATION TO THE 
PRACTITIONERS OF MEDICINE* 


By Louis B. Witson, M.D. 


Director, Mayo Foundation, Rochester, Minnesota 


medicine my knowledge is about as defective as that of anyone 

who has not been a practitioner of medicine for twenty-five years 
or a patient in a hospital for fifteen years. My impressions are largely 
second-hand and received from many discussions with practitioners of 
medicine, other members of hospital staffs, patients, and business men. 
The whole field of the hospital’s functions and object has been so thor- 
oughly discussed at meetings of specialists in the field and in articles in 
the excellent hospital journals that it seems absurd for anyone not directly 
in the game to offer comments on the play. Yet sometimes the man on 
the bleachers may catch a point here and there which seems to have 
escaped the eye of the umpire. With this apology and plea for leniency in 
your criticism I take the liberty of rambling about your particular field. 

The practitioner in medicine who places one-tenth of his patients in hos- 
pitals for treatment rather than in their homes finds along with the greatly 
preponderating advantages to himself in the case of the hospitalized patient 
a few minor yet exasperating disadvantages. The patient in his home is 
accustomed to the idiosyncrasies of the rest of his family, and to the many 
lacks in his domestic conveniences. Consequently when his wife scolds 
him, when his children make unnecessary racket in other parts of the 
house, when he smells the barnyard or the neighbor’s onions, when his 
food does not taste as it should, when his mattress is lumpy, his pillow 
hard, or his bed linen soiled, he blames his wife or the rest of the family, 
but never thinks of blaming the doctor. When the nurse is introduced 
into the family she also usually serves as a shield against criticism of the 
doctor except in rare instances when he is blamed by the rest of the 
family for her delinquencies because he has selected her. 

But when the patient is removed from his home and the care of his family 
and placed in a hospital in care of nurses, he usually resents unwarranted 
noise in the corridors, the smell of ether, the tasteless food, the narrow 
bed, the unaccustomed flatness of the mattress, the hard pillow, the “short,” 
not to say irritable, manner of the nurse or attendants, and the interference 
with the freedom of his friends’ visits. But he is likely to direct the blame 
for any or all of these things not only against the individual concerned or 
the institution in which they occur but most of all against the doctor wha 


()' MANY PHASES of the hospitals’ relation to the practitioners of 


1Address made before the Iowa State Hospital Association, Cedar Rapids, March 11, 1931, 


[23] 








THE BULLETIN OF THE AMERICAN HOSPITAL ASSOCIATION 


has placed him where he must suffer these irritations. When the hospital 
is a private institution owned and controlled by the physician the direction 
of the patient’s criticisms toward the physician is perhaps legitimate and 
the physician has within his own hands adequate means of correcting the 
error. When, however, the institution, as is usually the case, is not the 
property of the physician, he sometimes has little opportunity to correct 
the faults complained of. Frequently, indeed, he never hears the criticism 
at all, although the patient may lay it up against him for all time. In 
some of these criticisms the doctor is really to blame. For example, in too 
many institutions the physician entirely turns over to the hospital atten- 
dants the first reception of his patient in the hospital. When entering a 
hospital the uninstructed patient often expects to meet his doctor at once, 
or at least some doctor who is concerned with and interested in his ailment. 
Too frequently for the first half day or even the first day he meets only 
those members of the hospital staff who are concerned merely with his 
general comfort and his financial status and not at all with the thing which 
is the patient’s chief concern and interest, namely, his sickness. It is, of 
course, impossible for the physician to meet all of his patients on their 
arrival at the hospital but he might at least take the time to explain to the 
patient or the accompanying relative just what the patient’s reception will 
be at the hospital, and the reasons for it, as well as some of the other 
minor annoyances to which he may be subjected. If he did this conscien- 
tiously and minutely he might not only save himself and the hospital 
criticism but he might also be led to inquire why certain unpleasant prac- 
tices occur occasionally or even routinely in the institution to which he sends 
his patients. 

The practitioner of medicine for the most part has no financial concern 
in the hospital. He does have a very large responsibility for all the rela- 
tions of the institution to the patient whom he is treating in it. This 
responsibility extends not only to the patient whom he has sent to an 
institution but also to all those whom he is called on to treat in any institu- 
tion. In charity hospitals of whatever nature it sometimes happens that 
the hospital’s non-professional management has a tendency to regard the 
hospital itself as the most important factor in the treatment of the patient 
and to minim‘ze the importance of the attending physician’s services. The 
physician sometimes has little to say concerning many incidents in the 
relationship of the patient to the hospital which vitally concern the welfare 
of the patient. Despite the fact that the charity hospital is supported by 
public benefaction it must not be forgotten that the attending physician’s 
free services in most instances are a much larger donation than that of the 
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public and his ministrations are of much greater importance than the 
services rendered by the other departments of the institution. 

The practitioner himself is probably mostly to blame for criticism fre- 
quently leveled at both hospital and physician by friends of the patient 
because they are not given adequate or truthful information concerning 
the state of the patient when they make inquiry either personally or by 
telephone. When the physician makes his rounds he forms an impression, 
usually adequate, of the condition of the patient at that time. All too 
frequently he makes no oral suggestion, much less written record, of this 
condition which may be given out to the patient’s friends. Five minutes 
after he has left the hospital a much concerned relative calls up and asks 
about the patient. The hospital officials have no actual knowledge of the 
state of the patient and give an equivocal answer. In most instances this 
satisfies the friends though they may have their suspicions about the facts 
as stated. But sometimes the physician fails to notify anyone in the hos- 
pital concerning his impression that the patient is now or is likely to ‘be 
in serious danger. A relative calls up by telephone, is given a cheery 
report, and goes about his business awaiting the legal visiting hour, but 
before that time receives a hurry-up call that his relative is dying. Usually 
the satisfactory reply to the relative’s criticism is that no one could foretell 
the ways of Providence but frequently the truth is that the physician might 
at least have guessed at the ways of Providence and given some word of 
warning to the anxious relative. 

This failure on the part of the physician to give warning of an approach- 
ing serious condition is sometimes due to the fact that he really did not 
know of it, since his visit with the patient may have been hurried, per- 
functory, and totally inadequate to give him warning of the change. The 
busy visiting physician in the charity hospital sometimes glances at the 
chart, says, “Hello, how are you to-day?” and waves his hand and departs, 
leaving the analysis of the chart and the study of the patient’s more sig- 
nificant uncharted condition to his assistant, the intern, or the nurse. All 
of these are likely to feel that if the “chief” hasn’t noticed the patient’s turn 
for the worse which they suspect, they have been mistaken. For example, 
when at necropsy pneumonia, discovered but a few hours before death but 
of several days’ duration, is found, the physician may very skillfully “pass 
the buck” to the Lord or to the intern, but the patient is dead and his 
friends rightfully criticize the physician. 

In one large eastern hospital in which staff and patients are of an emo- 
tional, sympathetic, and critical race there is a very complete and perfectly 
working system which requires every visiting physician before leaving the 
hospital to indicate by a series of checks on forms at the information 
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bureau the information which is to be given out concerning each of his 
patients upon personal or telephonic inquiry by a friend. From a careful 
study of this system I am sure it could be put into effect with little trouble 
and with much satisfaction in any large hospital. 

The presence in hospitals of unfilled luxuriously appointed rooms, par- 
ticularly in the present stage of financial depression, is too often a strong 
incentive to hospital authorities to at least not discourage patients from 
indulging themselves in luxuries which they really do not need and which 
they cannot afford to pay for. Along with these elaborate rooms goes 
not infrequently unnecessary special nursing. These extravagances occur 
sometimes because the physician does not state definitely to his patient just 
what conveniences and services are necessary. Sometimes, also, the hospital 
does not make it easy for a patient to be changed from an expensive to a 
less expensive room, or from special to general nursing, when unanticipated 
prolonged stay becomes necessary. 

Hospital staffs sometimes do not make their hospitality evident to 
patients who at first appear to be getting along all right. The change from 
- this matter-of-fact manner to that of the utmost solicitude if the patient 
begins to “go bad” sometimes causes very unfavorable comment on the 
part of friends, who if the patient dies may even say that they believe the 
patient would have been all right if he had received as much care and 
attention before the change for the worse as he did when his condition 
became hopeless. Of course, it is easy to satisfy one’s self with the state- 
ment that the patient received every necessary care, but it is not so easy to 
satisfy the friends. It would be most commendable if we could school 
ourselves to the attitude of assuming that every patient who enters the 
hospital may be a serious case and treat him accordingly from the first. 

There is perhaps no way of entirely eliminating the occasional complaint 
from temporary paralyses due to local pressure on the patient on the 
operating table or the occurrence of burns from hot water bottles, electric 
pads, and so forth, but it does seem that the explanation should not give 
the patient or his friends the impression that the hospital authorities assume 
the attendants are always right. In hospitals we need a little more appli- 
cation of the slogan of so many good business houses that “the customer 
is always right,” for after all the patient is the “customer” for whom the 
hospital exists, whatever the source of its support. 

At the meeting of the Association of American Physicians last spring 
Dr. Gerald Webb read a most delightful and convincing paper on the duties 
of the physician in the prescription of literature. This phase of the 
psychological treatment of the patient is most sadly neglected by hospital 
authorities and attending physicians. Current literature was never worse 
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and never better than it is to-day. Much of it incites not only to crime 
but, in the case of the sick, to melancholia and suicide. On the other hand 
there was never more charming fiction, more inspiring biography, or more 
critical history published than at the present time. Unfortunately, the 
reading experience of physicians and hospital attendants is too frequently 
confined to the lightest of periodicals or the heaviest of professional 
journals. Not only does no one make adequate study of the patient to 
determine what literature is best for him and what might interest him, 
but all too frequently there is no one who knows how to select such 
literature from the avalanche of new publications, good, bad, and indif- 
ferent, with which our book stores are filled. I would recommend Dr. 
Webb’s address to all who are here. 

I come now to the consideration of the relationship of the hospital to 
the young practitioner, particularly the intern, the resident, and the young 
part-time appointee on the visiting staff. The old and perhaps the main 
viewpoint of the hospital concerning these three was that they afforded an 
opportunity to get professional services for the patients in the hospital at 
the least possible cost. Over against this the hospital has always set the 
opportunities for clinical experience afforded the beginner. The balance, 
however, is sometimes very doubtful and it is high time for both hospitals 
and the medical profession to take account of stock and attempt a solu- 
tion of the problems involved which will be fair to all concerned. . 

Because of the difficulty which the recent medical graduate finds in 
selecting a suitable hospital for internship the American Medical Asso- 
ciation and the American College of Surgeons have attempted to deter- 
mine and designate those hospitals offering facilities on the one hand for 
interns and on the other for residents in general medicine or in one or 
more of the clinical specialties. Theoretically this should work out per- 
fectly but actually there are many problems still unsolved. There are 
approximately seven thousand hospitals in the United States. Of these 
approximately six hundred are approved for internship and two thousand 
for internship or residency. The remaining five thousand are trying 
to get on the approved list. At the same time, in the six hundred hos- 
pitals approved for annual internships there are more internships than 
there are graduates from the medical schools annually. There are also 
more residencies offered than there are prospective residents. 

Of the six hundred hospitals approved for internship probably not more 
than one hundred offer really high grade opportunities for an extra educa- 
tional clinical year such as a university would approve. In the hospitals 
approved for internship which are not furnishing desirable opportunities, 
the difficulty for the most part lies not in a lack of adequate clinical ma- 
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terial, equipment, or professional staff but in the fact that these three 
resources are not properly used. These hospitals are accepting the services 
of graduate physicians whose annual net cash value is perhaps $2,500 
a year. They are giving them room and board at a cost of perhaps $100 
a month. The teaching which they render falls far short of the remaining 
$1,300. In fact much of it would be greatly overvalued at $300 or $400, 
which is the high annual tuition fee of medical schools. 

The inspectors from the American Medical Association and the Amer- 
ican College of Surgeons may find in such hospitals many deficiencies 
from the educational standpoint but they cannot very well publish the 
facts without getting into endless personal controversy with the hospital 
authorities and staff. Some of these facts may be discussed briefly here. 
In some hospitals a large proportion of the patients are private patients 
sent to the hospital by physicians whose intense individualism leads them 
to think of their patients only from their own personal standpoint. They 
do not discuss their patient with the intern or at staff meetings. Many of 
them when visiting the hospital do not call an intern but instead take a 
nurse or even an orderly with them on their rounds. If the patient dies 
they not only do not assist in getting permission for necropsy but may 
even block any attempt on the part of the hospital authorities or resident 
to get such permission. Although there is much to be said in defense of 
such practices, which are the custom of many good physicians, it should 
be recognized that such staff members and such practices cannot be 
counted as an asset to a hospital offering internships for graduate medical 
training. 

There are other hospitals in which the staff has quite the opposite 
viewpoint, and yet the result is equally bad for the resident. Many of these 
are great charity institutions, in which appointments to the staff are con- 
sidered political plums affording opportunity for hospital surgical practice 
or giving personal publicity to the holder but embodying little responsibil- 
ity on his part. In these institutions, in the absence of the chief the 
intern does as he pleases without supervision. There are some institu- 
tions of this kind in the United States, where appointments to the intern 
staff are made with great show of competitive examinations in which 
the ‘sick poor serve as experimental material for training in operative 
procedures by unsupervised embryo surgeons. Besides this misuse of the 
helpless sick these institutions encourage young physicians by their lack 
of supervision to develop complacency toward poor professional work, in 
which they are likely to continue after leaving the hospital. At the same 
time, lack of supervision by the staff leaves untaught many of those 
things in clinical practice which the intern has a right to receive. Such a 
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policy is sometimes brought to the attention of a standardizing agency 
by the intern who says, “It is a fine service in X Hospital. We interns 
can do anything we please.” Obviously, however, a public statement of 
this attitude of the hospital by any standardizing agency would inevitably 
lead to acrimonious debate. 

In recent years it*has been pretty generally conceded that the medical 
practitioner, either physician or surgeon, should check the facts of his 
diagnosis and treatment by necropsy of all of his patients who die. In 
fact, taken by and large, the percentage and quality of the postmortem 
examinations in an institution is a good index of the alertness of the 
clinical staff. A few years ago the American Medical Association started a 
definite program to improve this service in hospitals approved for intern- 
ships. Last year a considerable number of those already approved for 
internships did not make postmortem examinations of 15 per cent of their 
dead. However, the percentage of the group as a whole is slowly rising, 
and in this respect considerable gain is being made. But there are necropsies 
and necropsies. With the present lack of pathologists it is very dif- 
ficult for hospitals to get men competent to make postmortem examina- 
tions intelligently. And when they are intelligently made it is sometimes still 
more difficult to persuade the clinical staff to co-operate with the pathologist 
in getting the most benefit out of the necropsy. Here, again, a standardiz- 
ing body is greatly handicapped in its attempt to determine the real teach- 
ing value of the necropsies in a given institution. The percentage of 
necropsies is one indication, but only one. The ability of the pathologist 
is difficult to ascertain and is not publishable. The attitude of the staff 
in the utilization of data obtained at necropsy is still more difficult for 
an outsider to arrive at, and is still more unpublishable. 

There are many other factors of error which may enter into the oppor- 
tunities offered by a given hospital for the training of interns. But 
those already mentioned in themselves make it almost impossible for the 
medical graduate to determine for himself whether a given hospital will 
offer quid pro quo for his time and services. I do not believe there is a 
single man in the United States, however long his experience, who would 
undertake to say conscientiously of each of the hospitals now approved 
for internship that he would or he would not be willing to have his 
own son go there for his internship. A great many individuals do have 
knowledge concerning a large number of hospitals, usually in their own 
vicinity. If each medical school maintained a committee on the intern- 
ship year and kept its personnel, so far as possible, unchanged for long 
periods of service this situation could be remedied to some extent. More- 
over, a direct interchange of opinions between such committees in medical 
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schools in different parts of the country would greatly increase the latitude 
of the several committees’ knowledge. This would permit the extension 
of the desirable policy of sending the best men in the medical class to 
other parts of the country for their internships. 

If the hospitals would make an honest, critical survey of the oppor- 
tunities for supervised clinical experience they are actually rendering 
to the intern I believe a very large percentage of them would cease their 
efforts to be recognized for internship. A hospital should be sure that 
it has enough clinical material of a general character which can and will be 
used for the clinical instruction of interns, that it has a staff the members 
of which will give time to the personal clinical instruction of the interns, 
and that it has a pathologist competent to make and interpret the results 
of necropsy, and with sufficient personality and finesse to get permission 
for necropsy in three-fourths of the cases in which death occurs and to 
secure the co-operation of the clinicians in a clinical-pathologic conference 
on each case while the case is still fresh in the memory of all concerned. 
If the hospital does not have such facilities and personnel, in my opinion 
it has no right to accept interns. 

If the hospital has not the facilities for adequate instruction of interns 
where shall it turn for cheap medical service? The next step is obviously 
the paid resident. Many hospitals are already approved for residencies and 
not for internships because their services are of a limited character. Many 
others might be approved for residencies though not for internships which 
are general in character but fail, perhaps, in not having an adequate super- 
visory professional staff. It is true that the lack of an adequate super- 
visory professional staff is usually associated with the other lacks which 
have been mentioned, e. g., inadequate necropsy service. But the resident 
who is being paid partly in cash for his services is not being completely 
bilked of his time. Indeed there is a large number of hospitals in which 
the residency service, with little change, could be made a valuable graduate 
internship. Usually the change necessary centers around the improve- 
ment in the quantity and quality of the necropsy service and the use 
that is made of the data obtained at necropsy. 

However, when all the hospitals which have facilities for adequate 
internships, and all those in addition with facilities for desirable residencies, 
are selected there yet remains a large number not suitable for internships 
or residencies but in which the care of the sick is being satisfactorily 
carried on. Some of these are hospitals in which the professional staff 
consists entirely of well experienced physicians who give a large proportion 
of their time to their hospital duties. A large group consists of hospitals 
the members of whose visiting staffs are part-time appointees whose 
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services are given gratis. Such hospitals, as has been said, may give very 
satisfactory care to the sick. They cannot, however, expect to do much, 
if anything, to improve the professional qualifications of their staffs, 
except by the method of trial and error. The physical facilities are rarely 
at hand nor is time available for adequate experimental laboratory checks 
on researches concerning problems not readily solved from the purely 
clinical standpoint. It seems to me many good hospitals which are in 
this very desirable class would be not only more honest but much more 
efficient if they did but recognize that their functions are to take care of the 
sick and not to educate the members of their staffs. They should not seek 
to obtain interns or even to employ junior residents but should go about 
their duty of caring for the sick in the best possible manner with orderlies, 
nurses, and a permanent senior staff. It is true that the senior staff might 
deteriorate more rapidly as age advanced than would be the case in those 
institutions in which there was forced contact with younger minds. This 
might make necessary a more rapid turn-over in the permanent staff, a 
process very difficult to accomplish in such institutions, but if accom- 
plished, the institution would serve an excellent purpose in the care of 
the sick and would at the same time be making no false pretenses to educate 
the younger members of the medical profession. 

And now, having set up and more or less effectively knocked down 
quite a lot of straw men, so far as this organization is concerned, I ask 
you to pass on these unpleasant blows to the institutions in which you 
suspect the men may not be wholly of straw. 
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schools in different parts of the country would greatly increase the latitude 
of the several committees’ knowledge. This would permit the extension 
of the desirable policy of sending the best men in the medical class to 
other parts of the country for their internships. 

If the hospitals would make an honest, critical survey of the oppor- 
tunities for supervised clinical experience they are actually rendering 
to the intern I believe a very large percentage of them would cease their 
efforts to be recognized for internship. A hospital should be sure that 
it has enough clinical material of a general character which can and will be 
used for the clinical instruction of interns, that it has a staff the members 
of which will give time to the personal clinical instruction of the interns, 
and that it has a pathologist competent to make and interpret the results 
of necropsy, and with sufficient personality and finesse to get permission 
for necropsy in three-fourths of the cases in which death occurs and to 
secure the co-operation of the clinicians in a clinical-pathologic conference 
on each case while the case is still fresh in the memory of all concerned. 
If the hospital does not have such facilities and personnel, in my opinion 
it has no right to accept interns. 

If the hospital has not the facilities for adequate instruction of interns 
where shall it turn for cheap medical service? The next step is obviously 
the paid resident. Many hospitals are already approved for residencies and 
not for internships because their services are of a limited character. Many 
others might be approved for residencies though not for internships which 
are general in character but fail, perhaps, in not having an adequate super- 
visory professional staff. It is true that the lack of an adequate super- 
visory professional staff is usually associated with the other lacks which 
have been mentioned, e. g., inadequate necropsy service. But the resident 
who is being paid partly in cash for his services is not being completely 
bilked of his time. Indeed there is a large number of hospitals in which 
the residency service, with little change, could be made a valuable graduate 
internship. Usually the change necessary centers around the improve- 
ment in the quantity and quality of the necropsy service and the use 
that is made of the data obtained at necropsy. 

However, when all the hospitals which have facilities for adequate 
internships, and all those in addition with facilities for desirable residencies, 
are selected there yet remains a large number not suitable for internships 
or residencies but in which the care of the sick is being satisfactorily 
carried on. Some of these are hospitals in which the professional staff 
consists entirely of well experienced physicians who give a large proportion 
of their time to their hospital duties. A large group consists of hospitals 
the members of whose visiting staffs are part-time appointees whose 
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services are given gratis. Such hospitals, as has been said, may give very 
satisfactory care to the sick. They cannot, however, expect to do much, 
if anything, to improve the professional qualifications of their staffs, 
except by the method of trial and error. The physical facilities are rarely 
at hand nor is time available for adequate experimental laboratory checks 
on researches concerning problems not readily solved from the purely 
clinical standpoint. It seems to me many good hospitals which are in 
this very desirable class would be not only more honest but much more 
efficient if they did but recognize that their functions are to take care of the 
sick and not to educate the members of their staffs. They should not seek 
to obtain interns or even to employ junior residents but should go about 
their duty of caring for the sick in the best possible manner with orderlies, 
nurses, and a permanent senior staff. It is true that the senior staff might 
deteriorate more rapidly as age advanced than would be the case in those 
institutions in which there was forced contact with younger minds. This 
might make necessary a more rapid turn-over in the permanent staff, a 
process very difficult to accomplish in such institutions, but if accom- 
plished, the institution would serve an excellent purpose in the care of 
the sick and would at the same time be making no false pretenses to educate 
the younger members of the medical profession. 

And now, having set up and more or less effectively knocked down 
quite a lot of straw men, so far as this organization is concerned, I ask 
you to pass on these unpleasant blows to the institutions in which you 
suspect the men may not be wholly of straw. 
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DECENTRALIZED PROFESSIONAL 
SERVICES IN LARGE HOSPITALS’ 


By Freperic A. WaAsHBUuRN, M.D. 
Director, Massachusetts General Hospital, Boston, Massachusetts 
ARGE GENERAL HOSPITALS may be subdivided in two ways. 
Plan “A.”’—By the financial status of the patients—a building or 
buildings for (1) private patients, (2) patients of moderate means, 
(3) free patients and those paying small sums for board and _ hospital 
expenses only. The buildings assigned to each group would care for all 
classes of disease treated at the hospital. 

Plan “B.’—By disease. There may be a building or section for medi- 
cine, one for surgery, one for urology, one for pediatrics, one for ortho- 
pedics, and, in like manner, for other specialties. In such an arrangement 
each section or building should provide for the care of patients of all 
financial and economic groups. 

Some of the older hospitals find themselves with a mixture of these two 
plans. They may have, for instance, a private ward for the care of most 
of the professional specialties but also buildings for urology or ophthal- 
mology, for example, in which are rooms for private patients and semi- 
private and ward accommodations. 

In the opinion of the writer Plan “A” makes for the most efficient hos- 
pital. Each of these units, namely, private hospital, hospital for people 
of moderate means, and general hospital, should so far as is practicable be 
a unit in itself. An assistant director is in charge of each unit. Each 
hospital has its own admitting officers, bookkeeper, cashier, and patients’ 
registrar. Each has its own nursing force, x-ray room, social service 
worker, surgical operating and delivery rooms, clinical laboratory, apothe- 
cary, kitchen and diet kitchen, sewing and linen rooms. The important 
central services provided for all groups are lighting, heating, mechanical 
and repairs, stores and laundry. The central professional service which 
cannot well be subdivided is that of the laboratories, pathological and bac- 
teriological, metabolism, cardiac and research laboratories, and emergency 
ward. 

These hospital groups must of course be co-ordinated from the offices 
of the director of the hospital, the executive committee of the staff, the 
superintendent of nurses, the roentgenologist, and the chief of social 
service. 

The subject given me for discussion concerns the advantages and dis- 
advantages of decentralization in admitting, x-ray, operating room, obstet- 
rics and delivery services. 


1Read before the American Hospital Association, New Orleans, October, 1930. 
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DECENTRALIZED PROFESSIONAL SERVICES 


Admitting—tThe general wards care for the poor. Among them are 
those who are ragged and dirty and often have little control over their 
emotions. They are in large numbers. It seems unwise and unnecessary 
to harry the sensibilities of people of refinement, especially when they 
are ill, by having the admission in common. The admitting officers have 
intimate contact with the physicians and with the families and friends of 
patients. They will do a much better, a kinder and more considerate, job 
if each of these hospital groups has its own separate admitting office. What 
is true of admission is true of discharge. Each patient when going away 
should be seen by an admitting officer to make the final check and see 
that everything in the interest of the patient has received attention. This 
again is better done when divided. 

X-ray.—Dr. George W. Holmes, roentgenologist, Massachusetts General 
Hospital, speaks as follows: 

“When the number of patients per day increases to one hundred or 
more it makes but little difference in cost whether or not a large single 
unit is used or two or more units of fifty each, and, if the multiple unit 
system is adopted, whether or not they are housed in the same building. 

“The advantages of the multiple unit are: 

“1. Less transportation of patients. 

“2. Less delay and confusion in waiting rooms. 

“3. Better contact between doctor and patient. 

“4, It permits of a grouping of patients and personnel. 

“The group should be according to the financial or physical relation of 
the patient to the hospital, never according to disease. It is a distinct 
advantage to separate paying from non-paying patients, and out-patients 
from house patients. But when the grouping is by disease or special clinic 
the patient suffers from unnecessary transportation delays and incomplete 
examining. 

“The disadvantages are: 

“1. Increase in the initial cost—some apparatus will have to be 
duplicated. 

“2. The daily fluctuation of patients is greater. 

“3. The director is not in as intimate contact with all that is going 
on as when a large single unit is used; on the other hand, his 
assistants are given more responsibility, which is perhaps best 
in the long run. 

“When a multiple system is used in a large hospital a central staff room 
with a film library and director’s office is necessary to co-ordinate the work 
of the various departments, and to carry on the teaching.” 

There should be other opportunities for x-ray in addition to the main 
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plants. Each group of operating rooms will require x-ray in connection 
with cystoscopy and for other purposes. The cardiographic laboratory will 
want the fluoroscope. The out-patient urological department will need 
a machine. 

Operating rooms.—In many institutions the private hospital and hospital 
for people of moderate means have more different surgeons operating upon 
a given day than does the general wards department. This is true if the 
privileges of the former departments are kept for the staff and even more 
so if one or both are open to other surgeons. As surgeons wish to operate 
about the same time of day, that makes further confusion in a central 
plant. If a surgeon with a trained team of house officers and nurses 
wishes on his operating day to have certain patients from one of the other 
groups brought to the general ward operating rooms, this, if for the ad- 
vantage of the patient, can usually be arranged without sacrificing the 
principle of decentralization. 


If each group has its own operating rooms there is less transportation 
of patients, a procedure not unaccompanied by danger. Smaller units are 


‘less frightening to the patients than when they are thrown into the great 


machine of a central plant. It is probably more expensive; it is also 
probably worth the money. 


Laboratories —Dr. Tracy B. Mallory, chief of the pathological depart- 
ment, Massachusetts General Hospital, has kindly written his views upon 
the subject for the writer and he speaks as follows: 


“The following is a rough outline, from my point of view, of the rela- 
tive values of centralization and decentralization as applied to hospital 
laboratories. The great argument in favor of centralization is that of 
economy, partly in regard to plant and overhead, partly as concerns the 
staff. It avoids the duplication of many forms of apparatus, such as 
autoclaves, sterilizers, centrifuges, balances, etc.. and also makes possible 
the economic use of many labor-saving devices, such as compressed-air 
and vacuum pumps, which would hardly be justified in small laboratories. 
Still more important in my opinion is the possible economy in staff; 
where there are isolated laboratories, doing each a single type of termina- 
tion, the load of work is so variable that a staff sufficient to cover the 
heavy periods has many hours of enforced idleness in the light periods. 
This is obviously the case in laboratories devoted solely to pneumococcus 
typing or to spinal fluid examination where there is a great seasonal varia- 
tion in the supply of specimens. Centralization permits the employment 
of a smaller group of more efficient and more versatile technicians, who, 
although they would have to be paid more individually, would, as a group, 
unquestionably save money for the hospital. Certain minor considerations 
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are possibly also worth comment. If all specimens to be examined are 
sent to the same laboratory and all reports are obtained from the same 
place, there is much less confusion and less danger of the loss of valuable 
specimens. This becomes especially important when a single specimen 
must be subjected to a variety of tests, such as a spinal fluid demanding 
culture, Wassermann, cell count, and chemical terminations. To some 
extent, also, the unification of the laboratories would tend to guard against 
the constant danger of over-specialization. 

“There are important arguments, however, in favor of a certain degree 
of decentralization. The two most important of these seem to me to be 
the possibility of establishing laboratories in close physical proximity to 
the patients. Where a considerable proportion of the laboratory work 
is done by clinical men, and few hospitals do not consider it desirable for 
the interns to do a considerable proportion of the laboratory work, it is 
almost necessary that they be provided with laboratory space near enough 
to the patients so that they will be encouraged to correlate the clinical 
and laboratory aspects of their work as much as possible. If an intern 
is forced to do his laboratory work in a distant building, it is unlikely 
that he will see the patient clinically and the work becomes pure routine 
drudgery. Physical proximity of the laboratory also cuts down materially 
on the transportation of specimens, which, in the case of urine and stool 
examinations for instance, is an important factor. The other really im- 
portant argument in favor of decentralization is that specialization is ‘often 
necessary for and to some extent actually conducive to research. An 
excellent example of that was provided by the establishment of the special 
spinal fluid laboratory in this hospital under the charge of Dr. Frank 
Fremont-Smith. 

“T think that there would probably be little argument about the points 
I have stated above. When we come to the application of these prin- 
ciples, however, there is room for an immense difference of opinion. 
In the smaller hospitals it is obviously necessary to do all the work in 
a single laboratory. In the larger hospitals, however, I am by no means 
sure that this is desirable. It seems to me that the laboratory services 
fall naturally into three groups. 


“1. X-ray. 
“2. Postmortem pathology, surgical pathology, bacteriology, and serol- 
ogy. 


“3. Clinical pathology (urines, stools, sputums, blood, spinal fluids, gas- 
tric analyses, etc.) ; metabolism; chemistry. 

“X-ray is obviously so far separated from the rest that only from sheer 

necessity should it be combined with them. I, personally, think that 
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Groups 2 and 3 are rarely combined with profit. Here again, although 
the work of the sub-members of each group bear fairly close relationship 
to each other, the two groups as wholes represent such widely different 
interests that a man called upon to preside over such a complex group 
would be forced to spread his interests too far and would probably never 
accomplish anything beyond the merest routine. I think much in the way 
of economy of plant and staff could be accomplished by housing the two 
laboratories and possibly also x-ray under a single roof. I feel strongly, 
however, that such a laboratory building should be centrally placed and 
should really be the nucleus around which the remainder of the hospital 
is built. It also should be in close physical proximity to the operating 
amphitheater in order that the surgical pathology may be properly handled. 
Since the amphitheater also is preferably in a central position, this would 
be easy to arrange. I would be inclined to advise that each of these 
two main groups be administered as a separate unit, Group 2 under the 
direction of the pathologist, Group 3 under a capable clinical pathologist, 
who should be fully as much a clinical as a laboratory man. Where the 


hospital runs primarily upon the receipts from its patients, economy almost 


dictates a high degree of centralization, since only so can the cost of labor- 
atory work to the patient be kept down to a reasonable figure. Where 
teaching and research loom large in the aims of the hospital an open- 
minded attitude must be held toward the establishing of special labora- 
tories from time to time. The strongest argument in favor of doing 
this is the encouragement to research. As long as a worthwhile re- 
search problem is being aided by such a special laboratory, I feel that 
it should be maintained if possible. When, however, the problem is 
finished and the work of that laboratory degenerates to mere routine, I feel 
it is probably undesirable to maintain it as a separate entity and the 
work should once again be returned to the appropriate general laboratory.” 

The laboratories which do not have to do with the living patient are 
best centralized. Most of the metabolic and cardiac work on private 
and semi-private patients is done at the bedside. 

Obstetrics and delivery service——The writer’s experience is not very 
great on this subject but he believes that decentralization of these facilities 
is of great importance. If separation of patients into social and economic 
groups is important anywhere it is here. 

Much that has been said above appears superficially to be in conflict 
with many of the arguments made in favor of the economy of large 
hospitals. The purpose is to retain such advantages insofar as may be 
possible without losing the close touch with the individual patients and 
the better control of all services which may be obtained by dividing the 
hospital into a number of units for- the most part self-contained. 
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PRESENT DAY PROBLEMS IN 
HOSPITAL AFFAIRS’ 


By WILMER Krusen, M.D. 
Former Director of Health of the City of Philadelphia 


AN ANYTHING in'‘this checkered world afford more real and lasting 
C satisfaction to humane minds than the reflection of having made 

such a special use of the favors of Providence as renders them, in 
some measure, instruments which open the door of ease and comfort to 
such as are bowed down with poverty and sickness, and which may be 
the means of increasing the number of people, and preserving many 
useful members of the publick from ruin and distress.” 

Thus Benjamin Franklin, in his account of the first year of the Penn- 
sylvania Hospital—the first hospital founded in this country—which 
visualizes the social and curative ideals exemplified in the traditions of 
Philadelphia’s hospitals since their beginning. 

I appreciate the opportunity of discussing with you the vital, perplexing 
problems which confront the hospital executives of Pennsylvania in this 
year of 1931. 

Many years of experience both as trustee and staff surgeon have brought 
varied impressions which may be provocative of thought and discussion. 
Cynics have said that the average American is averse to serious thought, 
but the altruistic citizen must give serious thought to the basic questions 
which have to do with the health and happiness of the entire community. 

The most important and pressing problem confronting this group to-day 
is the financial one. 

Recent conferences with hospital executives—superintendents, medical 
directors, or trustees—invariably have elicited the statement that the 
imperative problem is—finance. The greater the business depression, the 
greater the demand on the resources of our eleemosynary institutions. 
There are fewer well-paying patients occupying private rooms or suites, 
there is an increased demand for semi-private rooms, and often 100 per 
cent of the patients in the wards are free or nearly free guests. 

The economic problems are increasing tremendously; greater expendi- 
tures with lessened income presents an unhappy state of affairs. At this 
time economy as rigid as is compatible with efficient service must be 
practiced. Everyone must work a little harder and more unselfishly than 
during the so-called “good times.” Our fate is the common fate of all 
states and nations. A study of contemporaneous history leads us to the 
conclusion that America even to-day is not suffering as much as some 


1Read before the Hospital Association of Pennsylvania, Philadelphia, March 24, 1931. 
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European or Asiatic nations. Greater generosity is an obligation of the 
fortunate and wealthy. Charity must be practical and sensible, not 
merely sporadic and sentimental. Every hospital must make a careful 
study of its budget, eliminating extravagances and wisely reducing un- 
necessary expenditures. In this state the income of the hospital is derived 
from several sources: first, from private, semi-private, and ward 
patients. The ability of a patient to pay his bills must be carefully 
studied. There is often a marked tendency during periods of economic 
depression for the patient or his family to shirk responsibility, to conserve 
resources, fearing harder times are coming. The element of fear is a 
psychologic attitude that interests the student of mental disease as well 
as the economist and sociologist. 

The second source of income is from private donations, either through 
specified and direct gifts to the particular hospital favored or through the 
community chest or welfare federation of the community. 

The federations have had greater difficulty in reaching their goal because 
of the extraordinary need for the care of the indigent unemployed 
healthy portion of our population. 

In regard to the unemployed, we often find it difficult to discriminate 
between the worthy and the unworthy, the just and the unjust, demand 
for charity. Shall we neglect the obvious duty of caring for the sick and 
injured to provide for those who are unemployed—sad as these conditions 
may be? This is a point in casuistry worthy of careful consideration. 
It reminds one of the Stockton story of “The Lady or the Tiger.” Two 
horns of a dilemma are presented. 

If a man is healthy, wealthy, and wise he will try to aid both causes 
and help to tide over an emergency which at present is pitiful and 
practical. 

The third source of income is from endowments—bequests made in 
the past for special or general purposes, often in the grip of a dead hand. 
Income from endowment is a considerable item among certain of the 
special hospital groups, the maternity and children’s hospitals in this city 
deriving practically one-third of their operating expenses from this source. 

Efforts to increase endowments should be constant and persistent in 
every community and confidence in the strict and economical administra- 
tion and the protection of trust funds should be fostered. “Hospitals are 
not established to be self-supporting and their operation, with the excep- 
tion of the liberally endowed institutions, in many communities is char- 
acterized by a constant struggle to make income balance expense without 
lowering standards.” 

Many bequests carry with them certain obligations which make them 
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liabilities rather than assets. The testator who leaves money for the 
erection of a new building without provision for its maintenance may seri- 
ously embarrass an already harassed board of hospital trustees. 

Would that some generous soul might give or leave money. to pay 
existing deficits and old debts! How welcome such a bequest would be. 

The fourth source of income is from state appropriations. The history 
of state subsidies of this type shows that the earliest appropriation was 
made to the Pennsylvania Hospital in 1752. Discontinued later in that 
century, it was not until long after the Civil War that these appeared as 
a sizeable item of state expenditure. Now these appropriations form an 
important item in the fiscal policy of the state. 

This item has steadily mounted. The appropriations made for the 
period 1929-1931 for charitable purposes are the highest in the history of 
the state—$6,548,500. The allocation of this sum is of vital interest: 
shall it be based upon the particular political influence of some legislator 
or should the amount given be based upon a definite study of the amount 
of free work done by the institution? 

“Economy, efficiency, and sound business management require the estab- 
lishment of definite principles as guides and controls in the distribution 
of this fund.” 

I quote from the report of Governor Pinchot’s committee of 1922: 

“1, The state should decide definitely what kinds of work it will 
itself support, and should grant aid only to institutions performing those 
kinds of service . 

“2. The state should decide definitely under what conditions an indi- 
vidual is properly dependent upon the state. 

“3. The state should confine its aid to amounts which will properly 
compensate agencies for the care of state wards, and aid should be 
granted at an equitable and uniform rate to agencies rendering sub- 
stantially the same service. 

“4, The state’s aid should be granted only to agencies that maintain a 
reasonable minimum standard of equipment and service. Provision may 
properly be made for suitable compensation for additional service above 
this minimum, within reasonable limits. 

“5. The state’s aid should not be so great as to discourage local citizen- 
interest in the development and support of the institution. 

“6. The state’s aid should be available, upon substantially equal terms, 
to all its citizens in the same circumstances, no matter where they live. 

“7. The state’s funds intrusted to private agencies should be subject 
to thorough-going control and accounting.” 

This is not an opportune time to advocate an abandonment of the Penn- 
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sylvania policy of state subsidies, but astonishing and amusing revelations 
might be made of the methods used during the past. The log-rolling, bar- 
gain-hunting, favor-trading, based on some generous grant for some local 
hospital! But I am neither muck-raking nor investigating the records of 
the long ago: I am trying to solve present and future problems. 

As we well know, there are two classes of wealthy individuals in any 
state: first, those who give wisely and generously for the care of the sick 
and unfortunate; second, the selfish, ungenerous type who hoard their 
wealth and have no sense of their obligations for human welfare. It is 
only by the process of taxation that the swollen stores of the latter can be 
tapped and used for the common good. Therefore, the state becomes the 
almoner and distributor of the accumulated riches. One might cite 
numerous illustrations to elucidate this point, but I bar personalities from 
this discussion in spite of the example of Will Rogers and other notables. 

Many hospitals would be sadly crippled but for state aid, but I firmly 
believe no new hospitals should be founded either in state or city and 
whenever possible mergers of contiguous institutions should be encouraged, 
which inevitably will reduce overhead expenses, and that no more hospitals 
should be added to subsidized lists at this time. It is equally true that the 
appropriations to charitable institutions should not be reduced during this 
period of economic depression. Let economy be practical and the curtail- 
ment be effected in other departments than those of health and welfare. 

Poverty and anxiety, distress and disease, the lower standard of living 
enforced upon many people, will indubitably increase our morbidity and 
mortality rates. Let us not increase that incidence by wrongly adjusted 
and directed economies ! 

This group must influence public opinion and educate legislators for their 
public good. 

I know this subject is a melancholy and depressing one, but I opine it 
is uppermost in the minds of my auditors. Am I wrong in my conclusion 
that it is better to mortgage the future—to decrease, if need be, our deficits 
—rather than see the hospitals of the commonwealth fail in their holy 
purpose of caring for the sick and injured of this state? 

There are many factors which are active in making a hospital worthy 
of success and support. 

The personality of individuals is the prime factor to be evaluated. The 
board of trustees or directors is usually a group of influential or wealthy 
laymen of many types—those who are useful and those who are ornamental ; 
those who are unselfish and wheelhorses for the work; those who serve for 
the power and glory in fair weather and good times, resigning with con- 
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siderable alacrity when stormy weather and cloudy skies appear in the 
offing; those who generously give time and money; those who are some- 
times self-seeking and selfish. 

The ideal composition of such a board might furnish food for thought 
and contemplation. It is well to include a doctor and a plumber ; a lawyer 
and an architect ; a millionaire and a socially-minded altruist ; a banker and 
a manufacturer or labor employer. 

“In a multitude of counsellors there is safety.” They are the temporal 
lords of the hospital. Finances are their chief problem. The wise selec- 
tion of general personnel and the medical staff is an important task. 

The medical staff looks to them for all those manifold facilities, for the 
maintenance of the highest modern standards, for the care of sick and 
injured. 

Time does not permit to describe fully the modern Twentieth Century 
hospital. 


The board of trustees must arouse and interest public opinion and sup- 
port and teach, as Doane has said, that “the community hospital is a com- 
mon asset and a common responsibility.” 


The community conscience insofar as it relates to the support of its 
hospital must be awakened. 


They have to raise money, save money, and spend money. They must 
steer the hospital ship between the Scylla of debt and the Charybdis of 
failure to maintain efficiency. “The rock and the whirlpool both must be 
avoided.” 


All honor to these altruistic men and women who assume these responsi- 
bilities! The medical and surgical staff makes the reputation of the hos- 
pital. In certain hospitals one outstanding surgeon may be the magnet 
that attracts many patients. 


The ideal is a balanced staff of trained specialists who work in har- 
monious co-operation without selfishness or rivalry. One man should 
not hold too many staff appointments. The Scriptures warn us that “no 
man can serve two masters, for either he will hate the one and love the 
other, or he will hold to the one and despise the other.” Is this not true 
of hospital affiliations ? 


Divisions of labor and specialties should be arranged. Teaching in- 
stitutions connected with medical schools have special problems and 
adjustments. Every hospital should be a graduate teaching center. Make 
special effort to give opportunities for every doctor in the community to 
do advance work. Clinics, seminars, lectures for post-graduate teaching, 
are advisable. 
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The problem of closed hospitals where only members of the staff are 
permitted or the open door policy where indiscriminate opportunities are 
given has to be settled. The so-called courtesy staff plan where the 
applicant is properly investigated and vouched for by an unbiased commit- 
tee of the staff has much to commend it. 

The members of the courtesy staff should be required to adhere with 
the same exactness to the hospital technique as do physicians representing 
the regular visiting staff. 

The recommendations of the American College of Surgeons in regard 
to meeting records, autopsy findings, etc., should be studied and observed. 

The superintendent or medical director—Shall he be lay or medical? 
May he be a human being or must he be a superman? Shall he serve the 
board, the doctor, or the patient? Shall he be a lobbyist, a practical 
politician, or a political economist and sociologist with high ideals and 
sensible, practical methods? 

The nurses’ training school and its directress must be given careful 

consideration. 
- The nurses’ home should be comfortable, homelike, and suitable, the 
classrooms and laboratory and teaching equipment modern. Many recent 
problems must be adjusted. When we consider the questions of nurse 
and directress, of nurse and doctor, or of patient and nurse, I am re- 
minded of a statement of Wiggam: “You may know all the philosophies, 
all the arts and sciences, but the human relationships are the main thing.” 
The ability to deal with others, a winning sensitiveness to the rights and 
feelings of your fellow-mortals, constitute the difference between learning 
and refinement, between information and culture, between knowledge and 
social power. 

Closely associated with the nursing department of education and train- 
ing is the social service division-—more frequently found in large city 
hospitals than in smaller community institutions. The definition of the 
duties of a social service worker is difficult to state. Is she a financial 
detective and investigator similar to those of Dunn and Bradstreet’s, or 
is she the home missionary bringing messages of comfort and hope from 
hospital to home, or vice versa? 

The intern or resident physician is an ever-present problem. Having 
been one, I know something of their fine qualities and their faults and 
failures. In some hospitals they are treated as necessary evils, in others 
they are treated with consideration, supervised and trained by the mem- 
bers of the staff, inspired and encouraged in a love for their work. One 
has only to listen to former interns who served under Sir William Osler 
to know what the ideal may be. The constant supervision of the interns’ 
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work by the experienced staff physician safeguards the welfare of the 
patient and stimulates the intern to accurate work and trains him for his 
future medical career. 

Ladies’ auxiliaries, aid societies, work either for the general fund or 
for special departments. They should be appreciated and directed and 
employed in every confmunity. 

I find time will not permit me to discuss at length all of the divisions of 
hospital activity nor all of the problems of greater or less importance that 
confront the hospital executive, A. D. 1931. I can only enumerate some 
of them: 

1. The clinical laboratory with a staff of trained technicians. 

2. The x-ray department with expensive scientific devices for diag- 
nosis and treatment and the physical aspects of film storage. 

3. The physiotherapy department with new inventions and costly 
apparatus for the relief of chronic cases and neurological conditions. 

4. The dispensary, its use and abuse. , 

5. The pharmacy, its location and its functions. Closely associated 
with this subject is that of the cost of many products and preparations 
prescribed when adherence to the U. S. P. and National Formulary 
would possibly be of equal therapeutic value and much less costly. 

6. The ambulance service. 

7. The culinary department with trained dietitians, good cooks, and 
economical purchasing. 

8. The operating suite with anesthetics and supplies. 

9. The library: books for nurses and interns and literature for con- 
valescing patients. 

10. The musicotherapy department. The radio plays its rdfe im 
modern hospital entertainment. It is interesting to read that music 
plays a part as a medicine and tonic in restoring health. It would be 
interesting to know why David in his first attempt at musicotherapy 
succeeded in calming and soothing his King “until Saul was refreshed 
and well” while the harp solos rendered at the second attempt incited 
Saul to frenzy. Did he syncopate or jazz? If so the javelin episode 
was justifiable. 

Much has been written lately in lay periodicals about the high cost of 
medical care and the difficulties of the large middle class in securing the 
same care as the very rich or very poor, and so-called state medicine has 
been offered as the solution. J] agree with a writer in the March Atlantic 
Monthly, Dr. Wingate M. Johnson, who says, “If the day ever does come 
when the state takes over the health of its subjects, individually as well 
as collectively, God pity the patient!” 
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State medicine may be defined as the assumption by the state or federal 
government of all responsibility for the health of its subjects. It is my 
belief that it is carrying paternalism in government too far. 

“If we were perfect,” Miss Nightingale says, “no doubt an absolute 
hierarchy would be the best kind of government for all institutions. But, 
in our imperfect state of conscience and enlightenment, publicity, and the 
collision resulting from publicity, are the best guardians of the interest of 
the sick.” 


THE SERVER AND THE SERVED 


The patient is the hub around which all the activities of the hospital 
revolve and any plan of organization must keep this fact prominently in 
mind. The ideal to be aimed at is that the patient shall be entirely un- 
conscious of the complexities of the machinery about him and that the 
service shall be rendered without confusion or friction. The finished 
product of a hospital is a well and satisfied patient, who feels that every- 
thing possible has been done to return him to health without delay. 
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RETIREMENT PLAN AT PRESBYTERIAN HOSPITAL 


Presbyterian Hospital, New York, has adopted a retirement and life 
insurance plan which enables employees, at the age of 65, to retire on a 
definite pension, to be determined by length of service and previous annual 
income. The plan is underwritten by an insurance company and is open 
to active employees who have been with the hospital for a year or more. 
Employees who are included in the arrangement will make monthly pay- 
ments amounting to 414 per cent of their salaries, as their share of the 
cost, which will amount to between $25,000 and $30,000 annually. 
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PRESIDENTIAL ADDRESS’ 


By W. M. BrEITINGER 
Superintendent, Reading Hospital, West Reading, Pennsylvania 


Minnesota, stated, “The writing of annual presidential addresses 

comes under the classification of non-essential industries and having 
to listen to them surely comes under the head of cruel and unusual punish- 
ment.” 

Hospital executives are confronted to-day with one of the most per- 
plexing administrative problems they have ever been called upon to solve 
—the care of the ever-increasing number of poor with the constantly 
diminishing income from all sources. It is contended by those interested 
in social and welfare work that the hospital is a community interest and 
that the responsibility of its maintenance and up-keep rests squarely 
upon the community it serves. If the service rendered by hospitals were 
confined to limited areas, as is implied, we would be in agreement, but 
since it often extends to all parts of the state and even beyond the con- 
fines of the state the contention is debatable. There are many com- 
munities which because of the nature of the population are unable to 
support the hospitals adequately. In other communities, where those 
abundantly blessed with worldly goods are numerous, objection to the 
constant and increasing appeals for contributions has been marked.- Con- 
sequently difficulty is experienced by charitable organizations in filling 
community chests. 

If the health and well-being of our citizens is the greatest asset of the 
state and country, is it not their duty to share the responsibility of providing 
means for their protection and preservation? It is true that Pennsylvannia 
for nearly a century has built up a commendable reputation for its con- 
tribution to charity, yet there has been a tendency during recent years 
toward the gradual withdrawal of state subsidies to all hospitals which, 
if put into effect, would be disastrous to our Pennsylvania hospital system 
as a whole. 


Siri TIME AGO Mr. J. J. Drummond of Worrell Hospital, Rochester, 


Millions are being contributed for the unemployed but comparatively little 
to the institutions to which these same unfortunates look for help when 
physically afflicted. In case the funds of the state at present should be 
inadequate to meet the needs of its hospitals, should not a special tax be 
levied upon all the citizens of the state for this specific purpose and a 
permanent equitable system of distribution adopted, thus enabling these 
institutions to carry on their praise-worthy work effectively and un- 


1Read before the Hospital Association of Pennsylvania, Philadelphia, March 25, 1931. 
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hampered? The people would no doubt cheerfully support such an ad- 
mirable scheme. 

When the new state report forms were received a few months ago one 
of our members seemed much disturbed and hastily called me to account 
for not being on the job to obstruct such state action and appeared to 
regard this association as nothing more than a conversationalist club. 
Well, why not a conversationalist club? Is it not a fact that in the final 
analysis most of our aims are accomplished through the channel of con- 
versation, which in turn promotes sociability? In this association sociability 
has been a prominent feature, and from it I have derived considerable 
assistance. 

The importance of attending our state conference cannot be stressed too 
greatly. When representative leaders get together and after careful de- 
liberation decide to work with a specific object in view, great things can 
be accomplished. District meetings have also been very profitable and 
should be continued and others organized. They have furnished an oppor- 
tunity to discuss problems of mutual interest as well as matters of benefit 
to the organization. 

It is our duty to be constantly endeavoring to improve our methods of 
ministering to the needs of the sick and afflicted who come under our care 
and to strive diligently to obtain such knowledge as will enable us to man- 
age our institutions more efficiently; thus shall we be able honestly and 
successfully to combat any and all pernicious propaganda disseminated 
with the object of jeopardizing the institutions we seek to serve. 


Unfortunately the business of managing eleemosynary institutions is 
generally misunderstood and the scope of technicalities connected therewith 
is seldom grasped. To insure successful management it is necessary “‘to 
organize, to deputize, and to supervise’; all three are essential—a tripod 
cannot balance long on two legs, much less on one. 

During this period of industrial depression which has reduced a con- 
siderable proportion of our population to penury with its attendant ills, 
trained executives possessing administrative ability are more necessary 
than ever to captain the ship. In this connection it is altogether inapropos 
to resurrect the old question of the number of hours each day a superin- 
tendent should devote to his work. A superintendent worthy of the name 
is too big to give the slightest attention to such a question. His aim is to 
render the maximum service of which he is capable in the interests of 
suffering humanity. Far more superintendents suffer from lack of good 
judgment than from overwork, and few succumb from overwork. 


Life teaches us that absolute liberty is impossible, that the fulfillment 
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of all desires cannot be realized, and that we must practice the art of 
giving up. This has resulted in some cases in the assumption of an atti- 
tude of pessimism because they are continually thinking and talking about 
what they cannot get ; to others it means contentment, for they have learned 
to make the most and best of what they have. 

This would seem to be a fitting place to make reference to Article 6 
of the objects of the Pennsylvania Hospital Association, which reads: 

“To be the representative of the hospitals at large and a practical 
means of communication between the hospitals and the state government 
in securing the enactment of necessary and helpful laws relating to 
public health, the improvement of working conditions in hospitals, and 
the development of an intelligent state policy in making appropriations 
for the support of hospital work.” 

The purpose of this enactment was, no doubt, that friendly, reciprocal 
co-operation between any supervisory and administrative agency was re- 
garded as essential to success, and that their functions must not be con- 
fused. Furthermore it was never intended that any law or ruling should 
be enacted or made for any special group of hospitals, but in the interests 
of all. It is regrettable, however, that in some instances the department of 
welfare at Harrisburg has shown little disposition to accept suggestions 
made by this association, which represents hospitals scattered all over the 
entire state. 

We recognize the department’s right of supervision and the necessity 
of certain forms and reasonable statistical information, but we question 
the wisdom of the adoption of such measures which would be of help to 
only a few. For instance, we are informed that a certain charitable organi- 
zation advised the department of welfare that the smaller hospitals were 
receiving more money per capita than the larger hospitals for similar work; 
that if they were to be obliged to divide their costs it would be found that 
ward cases would show considerably lower costs in the smaller hospitals 
and higher in the large ones, and consequently their appropriations would 
be larger. This resulted in the issuance of the new forms, the Quarterly 
Reports, concerning which there is considerable complaint. It is evident, 
therefore, that such action would prove beneficial to the larger institutions, 
at the expense of the smaller hospitals. If such a ruling were confined to 
the particular group advancing such a theory, this organization would not 
be interested, but when it affects all institutions in the state it becomes our 
duty to investigate and try to correct a gross injustice. Theoretically this 
might be regarded as good business procedure when applied to industrial 
enterprises, but its application to hospitals is not practical, inasmuch as 
hospitals do not sell a commodity but render a service which cannot be 
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measured by ordinary monetary standards. Is such information of any 
material value for comparative purposes or for improving the care and 
treatment of the unfortunates who apply to us for help? Granting that 
certain general business principles should be applied in conducting the 
affairs of these institutions, the welfare of the sick and injured is far more 
important, and when organizations distribute charity which has been made 
possible by philanthropically disposed individuals for that specific purpose, 
it is their bounden duty to give to each institution what it actually needs 
to carry on its work. They should not devote their time to seeing how 
little may be given nor should they seek to exact requirements which add to 
the cost of maintenance. 

In looking after the affairs of an institution, we must always bear in 
mind the purpose for which that institution exists, and it is our duty as 
hospital executives to do all in our power to carry out that purpose. Funds 
should be wisely and economically expended in the interests of the patient. 
Executives should be intelligent, diligent, capable, of sterling moral worth, 
meriting the confidence placed in them, having “malice toward none and 
charity for all.” Only in this way can we achieve our aims and gain the 
appreciation of those who through illness or misfortune come to us for 
relief. 

We believe that much would be gained if our organization could be 
instrumental in establishing a better understanding between our various 
charitable institutions and the welfare department at Harrisburg and devise 
means, agreeable to the latter, whereby all laws, rules, and regulations 
affecting internal administration might be submitted to us either at confer- 
ence or through our board of trustees for our constructive criticism, and 
if the welfare department were willing to accept our suggestions for the 
improvement of hospital conditions. 

The industrial and economic crisis which has gripped the entire world 
has substantially affected the financial status of all hospitals by materially 
reducing their income. The number of pay patients is smaller and that 
of the non-paying patients proportionally increased. Despite these condi- 
tions the hospitals must continue to operate because of the nature of their 
work. At no time in their history have hospitals been so hard pressed for 
money. In fact some are seriously considering closing a part and others 
the entire hospital, due to a lack of funds, notwithstanding their essentiality 
to their respective communities. In the face of such a distressing 
state of affairs, it is amazing that some employers of labor, insurance 
companies, and self-insurers are doing everything in their power to evade 
paying hospitals for the splendid care given to their workmen. The prices 
charged such patients are considerably lower than the actual costs, which 
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means that these companies are making themselves objects of charity. 
They do not seem to realize the value of these institutions in maintaining 
the morale of the community, especially in the case of communities in 
which are industrial plants employing men in hazardous positions. 

This organization should insist that the basis of computation of all 
charges be based on not less than the per capita cost. The attitude of these 
industries is hard to understand, for in addition to paying for the care of 
their employees they should have sufficient local interest and pride to help 
to maintain such institutions upon a high standard of service. This is a 
responsibility which they, as citizens, cannot honorably ignore. 

It is earnestly hoped that immediate relief will be brought about through 
legislation whereby hospitals will be able to collect for the numerous public 
liability and street accident cases with which we are burdened. 

THE NURSING PROBLEM 

Planning for wise, conservative, and economic operation of our nurses’ 
training schools confronts all of us at one time or another. 

The question of our training schools turning out too many nurses is 
paramount, yet we must all admit that to-day there positively is no surplus 
of good nurses. 

Consideration of the fast increasing and broader curriculum in the 
theoretical training of nurses is of considerable importance. It seems that 
instead of training nurses for the bedside care of the sick and injured we 
are too prone to consider the higher educational ideals, thereby developing 
material solely for executive and highly professional duties instead of fur- 
nishing what the public has a right to expect, namely, efficient nursing 
service at a reasonable cost from an adequate number of women suitably 
trained for home nursing. To develop professional nurses is important 
but to grant to a large number of women an opportunity to improve them- 
selves and become better citizens is just as important, if not more so. Our 
training schools are becoming infected with the bug of “higher education” 
and I believe we should carefully weigh our present situation before adding 
any additional burden to the camel’s back, unless somehow adequate means 
are afforded to meet this constantly increasing expense which is now added 
to our hospital patients’ bills. This tendency for higher education is un- 
doubtedly essential but it should be tempered with moderation. 

It seems to me it would be wise to consider the adoption in our training 
schools of a two-year course in which more of the practical nursing would 
be taught and only a minimum amount of theory required, and then offer 
a third year of advanced theoretical training to those nurses who desire to 
enter into the higher professional‘ duties or to fit themselves for executive 
positions through post-graduate work. A similar suggestion was adopted 
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by the Illinois Medical Society at its last annual meeting; a full report of 
the action as contained in the November issue of the Illinois Medical 
Journal you will find very interesting. 

Observation plainly demonstrates that our present student body ranks 
high in mentality but lacks a sense of responsibility and realization of disci- 
pline. This is largely due to the youthful age at which students enter 
training. Very often their personality is not pleasing, which is most un- 
fortunate, for in an organization of, say, three hundred employees the one 
who comes in direct contact with the patient and his visiting friends is the 
one who creates a good or bad impression and speaks for the other 299. 

This nursing problem might be solved more readily by having the state 
board of examiners for registration of nurses composed of a more repre- 
sentative body: an outstanding layman, a physician, an educator, and a 
hospital superintendent (not a nurse), in addition to the present nursing 
group, for after all it is the laity for whom the nurses are being trained 
to serve, the physician who prescribes the nursing care, the educator who 
is best qualified to pass upon the curriculum, the hospital superintendent 
who is acquainted with the hospital’s limitations, and the nursing group 
which is familiar with present difficulties. 

The bureau for the registration of nurses has endeavored to establish a 
scholastic standing which is not practical. Its aim is to demand high school 
graduation as a standard for admission. High schools differ considerably 
in their standing; some of them are not equal to grammar school. In fact, 
many high schools have not reached the standard for approval. This is 
fully realized by the outstanding colleges in this country, which refuse 
to recognize high school diplomas and insist that all applicants for admission 
pass an entrance examination. A large number of students who have 
graduated from high schools with first class honors have failed miserably 
at such examinations. 

THE HOSPITAL TRUSTEE 

It is frequently remarked that our relatives are forced upon us but, 
thank God, we can choose our friends. 

It would seem from what we occasionally hear that some of our hospital 
superintendents look upon their boards of trustees as relatives. 

Fortunately, the two hospitals with which I have been associated were 
blessed in having trustees who were efficient and seriously undertook the 
apparently thankless task of discharging the obligations intrusted to them. 
It is quite evident that the type of individual who is frequently selected 
to form the composite group of a hospital board of trustees fails to fit 
into the picture, and proves to be a hindrance rather than a help. 

A sincere and devoted member of a hospital board will work in con- 
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junction with the superintendent and by so doing will prove himself to 
be the means of rendering that moral support and inspiration so necessary 
in such service. 

Trustees should understand every phase of the hospital social structure 
and thus realize how complex the operation of the institution really is. 
Merely to be interested in the work is not sufficient. It has wisely been 
said that interest does not bind men together—interest separates men; 
there is only one thing which effectively binds individuals and that is a 
common devotion. 

In my opinion an efficient board holds regular monthly meetings and 
becomes thoroughly acquainted with all details of the institution brought 
before it by its executive committee and the superintendent. The execu- 
tive committee, which is the governing body consisting of the most active 
members of the board, meets weekly and has dinner at the hospital. At 
this meeting the superintendent, acting as secretary, presents in a cut and 
dried manner all items of importance which have transpired during the 
week past, together with matters which are expected to come up for 
consideration in the week to come. Unless policies are developed with 
all viewpoints taken into consideration, the great essential community 
need will be lacking. At these weekly meetings of the executive com- 
mittee such policies are developed, with the democratic point of view 
necessary to render complete and efficient service. It is through this 
close contact at these weekly meetings that trustees generally recognize 
and appreciate the importance and competence of their superintendents. 

As custodians of our institutions, we should be alive to the growing 
menace of medical quacks. The detailed history of more than twenty-five 
thousand medical quacks of every conceivable type is now included in 
the New York City health department rogues’ gallery. We understand 
that in the western part of the country they are proportionately as great. 

In New York each of these practitioners, manufacturers, peddlers, and 
so forth has a folder in the city health department files in which is in- 
cluded his complete biography, the nature of the commodity with which 
he tricks the public, and his methods of working. It is up to each one 
of us to lend a hand to drive out this dangerous menace and assist in 
every possible way when opportunity arises. It is a disgrace that these 
charlatans are permitted to broadcast over the radio. 

We must constantly seek needful, helpful legislation and render all the 
assistance we can in this direction, since it is only through concerted 
effort that our needs can be obtained. The duties of our Legislative Com- 
mittee are arduous. We must appreciate this work and realize the vast 
amount of procedure as well as the difficult tasks involved. 
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ESSENTIALS IN THE HOSPITAL 
ROENTGENOLOGICAL SERVICE* 


By ArtHurR W. Erskine, M.D. 
Cedar Rapids, Iowa 


ECAUSE THE HOSPITAL is actively concerned in financing, equipping, 
and maintaining the x-ray department, the work of the depart- 
ment is usually classified as a hospital service. However, modern 

roentgenology is essentially clinical and there is no good reason for mak- 
ing an artificial distinction between it and any other clinical activity in the 
hospital. We may assume, then, that there need be no difference between 
the service to be expected from the hospital x-ray department and that 
to be expected from the roentgenologist in private practice. 

Function.—The responsibility for the final diagnosis must always rest 
upon the attending physician or surgeon. It is not the function of the 
roentgenologist to make diagnoses. It is his duty to verify a diagnosis 
previously made, to eliminate errors, and to supplement information ob- 
tained from the history and physical examination with an intelligent in- 
terpretation of the findings observed upon the film and screen. Such an 
interpretation must, of course, be based upon an adequate examination, a 
careful and thorough study of the x-ray findings, and an evaluation of 
their significance in the light of other clinical data. Its value is directly 
proportional to the skill and experience of the roentgenologist as a 
clinician. 

Director—In order to perform its function properly it is essential that 
the hospital x-ray department be under the complete control and direction 
of a qualified roentgenologist. In discussing this point Chamberlain? 
says: 

“My proposition is that if ‘apparatus,’ ‘housing,’ or ‘capacity to carry out this or 
that technical detail’ is made a part of the ‘Essentials for Approval,’ then this emphasis 
on purely technical details will cloud the issue, call attention to nonessentials, and 
postpone the day when radiology shall become generally recognized for what it really 
is. But if the attitude is taken that the roentgen examination is fundamentally a kind 
of medical consultation and that the one ‘essential’ is that the laboratory or department 
be in full charge of a qualified radiologist, then at once the foundation is laid for a 
solid future. 

“As a radiologist, I would like to see all roentgen-ray departments properly housed, 
well ventilated, and nicely decorated. I detest bad air and basement light. But I 
prefer a lot of ‘old junk’ in the basement, in full charge of a competent radiologist, to 
a beautifully appointed and spacious department where the control rests with the hos- 
pital superintendent, and where a radiologist, untrained and inexperienced, is selected 
because he can be hired for less than half of what it would cost to obtain the services 
of a qualified man. 





1Read before the Iowa Hospital Association, Cedar Rapids, March, 1931. 
“Chamberlain, W.E.: Radiology as a medical specialty, J.A.M.A., March 30, 1929. 
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“Let us suppose, for a moment, that it is required that every approved laboratory or 
department be in full charge of a properly qualified medical specialist, and that all 
details of technique and equipment have been left to that specialist by requiring from 
him, before approval of the department, a statement that his equipment and personnel 
are such as to enable him to do good work. What more can be done for the situation?” 


Equipment.—As Dr. Chamberlain has pointed out, the selection of equip- 
ment is best left to the director. He is the one who must use it and if, 
as is usually the case, he has a financial interest in the operation of the 
department, he can be relied upon to buy economically and to buy no more 
than he needs. The minimum requirements for a diagnostic x-ray de- 
partment call for suitable apparatus to make films of any part of the body 
and to make fluoroscopic examinations in the upright and horizontal posi- 
tions. The minimum cost of such equipment is from $3,000 to $4,000. 
As much as $40,000 can easily be spent in equipping a large department 
where separate pieces of apparatus are required for many special examina- 
tions. Real economy demands that the equipment be complete enough to 
permit the work of the department to be performed with a minimum 
number of technicians. In the long run it is cheaper to buy additional 
apparatus than it is to increase the payroll. 

It is unusual for the department of x-ray therapy in a hospital of 
moderate size to pay its way. The apparatus is expensive to buy and to 
maintain. The percentage of collections for such service is low. Further- 
more, x-ray treatment of patients so sick that they must be hospitalized 
is so often futile that those in charge of a small hospital need not be 
ashamed of their failure to provide a therapy department. 

Housing.—At the time when x-ray equipment was first used in hos- 
pitals the new apparatus was doubtless placed in the only available space 
and in this way the custom of housing the department in the basement 
probably originated. One of the results of the fire in the Cleveland clinic 
has been that hospital x-ray departments have been removed from dimly 
lighted and poorly ventilated basement rooms, with their low ceilings and 
damp floors, to quarters where high ceilings and dry floors lessen the 
danger of electrical shock. It seems likely that in the future all hospitals 
will be so, planned that the x-ray department will be housed on the upper 
floor, as it obviously should be. 

Fees.—The fee should depend upon: 

1. The degree of responsibility involved. 

2. The average fee for such service prevailing in the community. 
The hospital should not, because of its low overhead due to a large volume 
of business, compete unfairly with roentgenologists in the same com- 
munity. 

3. The cost of the examination. As a general rule the fee should be at 
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least twice the cost of making an examination so that the hospital will not 
lose money when the fee is divided, as is usually the case, equally with the 
roentgenologist. 

The fee received for x-ray examinations must reimburse the hospital 
for an expensive technical procedure and must include a professional fee 
for the roentgenologist. It represents : 

1. An adequate examination regardless of the number and size of 
films necessary for such an examination. 

2. A written report giving a reasonably accurate description of the 
findings obtained. 

3. An interpretation, also in writing, of the clinical significance of the 
x-ray findings and, if required, a consultation with the attending physician 
or surgeon. 

The proportion in which the fee is divided between the hospital and 
roentgenologist is often a source of considerable dissatisfaction to both 
parties concerned. Since the expense can be accurately determined, it 
seems there should be no difficulty in establishing a satisfactory and 
equitable division. To quote Chamberlain again: 


“The business arrangement between hospital and radiologist should be such that 
the radiologist has an interest in economy comparable to that which he would have in 
his own laboratory, with a corresponding right to order expenditures. No one worries 
lest the radiologist spend too much on supplies, apparatus, and flcor space at his 
private office. It is obvious that when he replaces an obsolete piece of equipment with 
a new one the expenditure is necessary or at least thoroughly justifiable. Yet I have 
known the most necessary apparatus purchase for a hospital department to be denied, 
apparently because the salaried radiologist was not believed to have a proper regard 
for the funds of the hospital. 

“In arriving at a proper business arrangement between the radiologist and the 
hospital, the following facts must be borne in mind: The hospital is entitled to a fair 
return on its investment in space and equipment, with a liberal allowance for obsoles- 
cence, which is notoriously a big item in x-ray apparatus. Beyond that, in special 
cases, there may be grounds for a percentage of the net proceeds going to the hospital. 
But when it is appreciated that every fee collected is in large part a fee for the 
radiologist’s services as a consultant, it is at once apparent that the business arrange- 
ments which now obtain between many hospitals and their radiologists amount to 
nothing more nor less than exploitation of those radiologists.” 


In hospitals of the size usually found in this state the overhead expense 
commonly amounts to 40 per cent of the receipts. An equal division, 
therefore, reimburses the hospital for its expense and permits a fund to be 
established for the replacement of apparatus and other improvements. 
When the income from the department reaches a considerable amount, 
$10,000 or $12,000 a year, hospital administrators are sometimes tempted 
to discontinue the practice of dividing the income and to replace the 
roentgenologist with someone whose chief recommendation is that he 
can be hired for a small salary. This practice is wrong and should be 
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resisted by hospitals and roentgenologists alike. If the director of the de- 
partment shares with the hospital the expense of his professional assis- 
tants the tendency to commercialize the department is not so great. 

Consultations—Frequent consultations are necessary if the x-ray de- 
partment is to attain its highest level of usefulness. The practice observed 
in some hospitals of making a sort of game out of x-ray examinations, 
in which one of the rules is that the roentgenologist must form an opinion 
upon x-ray signs alone, is to be deplored. On the other hand, when the 
roentgenologist allows himself to become so intrigued by the accuracy of 
his methods that he forgets that he is a doctor, and that there are other 
diagnostic methods no less important than those of his own art, the science 
of diagnosis is not best served. 


—_——+ 0 ¢———_- 


THE COMMITTEE ON WORKMEN’S COMPENSATION 

The Committee on Workmen’s Compensation of the American Hos- 
pital Association is assembling a large volume of information which will 
be available to the membership. The committee held a meeting at Orange, 
New Jersey, which was attended by Dr. J. Rollin French of Los Angeles 
and Dr. T. Eben Reeks of New Britain, Connecticut. The remaining 
members of the committee were unavoidably prevented from being present. 

The committee has made contacts with the American Federation of 
Labor, the American Association for Labor Legislation, the National Coun- 
cil on Compensation Insurance, and other national bodies and has secured 
material from all of these sources touching upon the work which the 
committee has engaged in. 


———-# @¢ 
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HOSPITALS AS EDUCATIONAL CENTERS’ 


By Harotp L. Foss, M.D. 


Surgeon-in-Chief, Geo. F. Geisinger Memorial Hospital, Danville, Pennsylvania 


ROBABLY THE GREATEST DANGER to which the physician is exposed 

is that of intellectual stagnation, a condition of insidious onset which 

in the humdrum of routine practice may rapidly develop and soon 
become so ingrown as to become part of the doctor’s very bone and marrow. 
The lack of that stimulation only to be found, as a rule, in the delibera- 
tions of the scientific societies of the larger medical centers is something 
the practitioner, especially in the rural sections, comes with surprising 
ease to do without until his state, quite before he is aware of it, becomes 
one of complacent self-sufficiency. From that moment he not only stands 
still but rapidly slips backward until the progress of medicine leaves him 
hopelessly and permanently outstripped. 

The “up state” doctor, it is true, has his journals, his textbooks, various 
reprints, and other literature but in his relative isolation it is a difficult 
task to winnow the wheat from the chaff, the essential from the spurious, 
the tried and proven from the mere hypothesis and supposition, so much 
of which in this day dilutes the pages of our medical periodicals. 

However, if he is provided with the frequent opportunity of witnessing 
with his own eyes the demonstration of a new method or technique, espe- 
cially with an illustrative patient or series of patients before him, with the 
subject lucidly and convincingly presented by men whose extensive experi- 
ences permit them to speak with authority and conviction, he carries home 
something which satisfies him as being sound and logical and thoroughly 
applicable in the solution of the problems of his own practice. He will at 
the same time be stimulated by the enthusiasm of those to whom he has 
listened and should return with redoubled interest in his work and renewed 
assurance of his ability to conduct it successfully. 

It is in aiding the physician to escape this menace of lack of progress 
that our hospitals are in position to play an important role, and they and 
the men who constitute their professional organizations are derelict if this 
obligation is not constantly realized and lived up to. One important way 
in which they can be of especially valuable and practical aid is in arrang- 
ing clinics and scientific meetings, the essence of which will take the form 
of modified post-graduate instruction. 

Well arranged scientific programs, conducted within the hospital, serve 
two chief purposes. They bring to the attention of the older practitioner 
the newer things in medicine, the advanced methods of diagnosis and treat- 





1Read before the Secretaries’ Conference, Pennsylvania State Medical Society, Harrisburg, 
December 2, 1930, . 
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ment developed since his medical school days, and, more than that, they 
refresh the recent graduate’s interest in these up to date procedures, most 
of which he has been familiar with and yet, in the routine of general prac- 
tice away from centers of medical teaching, is prone to forget quickly. 

There is one type of man who seems impossible to reach—that curious 
and inexplicable person who never will attend a meeting irrespective of 
how near at home it may be or how distinguished the speakers. Often 
such men are of considerable reputation in their communities, honorable, 
honest, capable, according, at least, to their own appraisal, and generally 
successful, in the common usage of the term. Although they may live 
but a thirty minutes’ motor drive away and although the meeting is to be 
addressed by several men of world-wide reputation with messages of the 
first importance, they will not stir from their offices: true routinists who, 
like the Bourbons, learn nothing but forget everything. They will pass 
with their generation, no doubt, for the young men of to-day who are able 
to cope with the rigorous courses of our modern schools of medicine will 
be too alert to fail to grasp the vital importance of remaining constantly 
abreast of the times. 

It is in reference to the manner in which the institution with which I 
am connected is functioning as an educational center that I have been asked 
to speak to you this afternoon. The Geisinger Memorial Hospital at Dan- 
ville was opened fifteen years ago. It was built around the idea of creating 
an up to date, modern hospital with complete equipment and every possible 
facility for providing the best in hospitalization, not only for the local 
community but for all those in the surrounding country who might need 
such service. It was created to provide in the rural sections of central 
Pennsylvania that modern, scientific means of diagnosis and. treatment 
heretofore only completely obtainable in the institutions of the great 
medical centers. 

It was organized with a full-time staff, the members of which, having 
no outside practices, devote their attention exclusively to the work of the 
institution. As occasion required, this staff was from time to time 
added to, the additions always being made from the ranks of those who 
had received special and prolonged training in the department of medicine 
which they were called to the hospital to supervise. Thus only men of out- 
standing ability have been enrolled and none has become a member of the 
organization who has not first demonstrated an especially high order of 
intelligence and skill. The excellent physical equipment of the institution 
was assured by a firm financial basis at the outset and freedom from the 
necessity of state or other extraneous aid by an endowment. Since its 
opening it has treated nearly forty thousand house cases. 
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Naturally such an institution, so auspiciously conceived, possesses un- 
usual obligations to the public and to the practitioner and organized medi- 
cine as well, and this we have kept constantly in mind. In the latter regard 
it has been our unalterable policy, first, loyally to support the local county 
society. In this organization all of our staff are members. We include 
among our obligations a ready willingness to accept membership on county 
and state committees, to hold office, when we are from time to time so 
honored, and to discharge such duties to the best of our abilities. We feel 
it our duty to encourage the practitioners with whom we are constantly 
associated to do likewise, especially to take active interest and part in the 
county society, its meetings and deliberations. Our staff men are encour- 
aged to conduct clinical and other forms of research and to present their 
results before the local and state societies and, when of outstanding signifi- 
cance, before our national organization. 


The attempt is made, and I believe successfully so, to set an example 
for our interns who are in regular attendance at all of our society meetings. 
The inculcation of the ideals of our local, state, and national societies in 
the minds of these young men in their formative and receptive periods and 
at the threshold of their careers is, we feel, a most important part of the 
post-graduate teaching the modern hospital is in position to provide. 

Our county society convenes each month, the meetings being held at 
the two hospitals in Danville, the State Hospital for the Insane and the 
Geisinger Memorial Hospital, alternately. Projection apparatus for slides 
or moving picture films and microscopic slides is provided. Clinical mate- 
rial, pathological specimens. and x-ray films, in a great variety of illustra- 
tive types without end, are supplied as the occasion and subject under dis- 
cussion may require. Our men make frequent clinical trips each year. 
They are privileged to make an annual two weeks’ clinic trip at the hos- 
pital’s expense to any city in the United States they may choose, but a 
report of their experiences must be presented at a staff meeting and, if 
worth while, before the county society. At our meetings there is a free 
and frequent exchange of ideas by the members of the staffs of the two 
local hospitals, between which there is the heartiest co-operation. At all 
of these gatherings the medical men in the community are privileged to be 
in attendance and to take part in the discussions. 

Periodically, special meetings are held at the hospital before which men 
of national reputation are invited to speak and to which not only the mem- 
bers of our local county society are invited, but also the entire membership 
of six or eight contiguous county organizations. About five hundred invi- 
tations are usually sent out on these occasions. A surgical clinic is held 
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in the morning beginning at eight o’clock. At one o'clock a luncheon is 
provided by the hospital without charge to the guests—a powerful factor, 
curiously enough, in bringing out a representative attendance. Always, if 
possible, we arrange to have an officer of the state society present—the 
president, the president-elect, or the worthy secretary. 

The attendance is always good. At our last meeting two weeks ago 
115 were present and this, mind you, at a meeting of the Montour County 
Medical Society, the smallest society in the state, the membership of which 
is thirty-one. 

At the operative clinic in the morning ten or twelve operations are per- 
formed. Only important and illustrative cases are presented. Newer and 
valuable methods are demonstrated. At our recent meeting the use of the 
newer anesthetics—spinal, avertin, sodium amytal—were explained, their 
application demonstrated and not only their value but their limitations dis- 
cussed. For the scientific program in the afternoon members of the staff 
present carefully prepared papers, often illustrating salient points by bring- 
ing patients in their beds directly into the hall. 

The roentgenologist is often present with his view box and films. The 
cardiologist has his electrocardiograph, demonstrating various arhythmias, 
and his phonograph with records illustrating certain cardiac murmurs. 
The internist may talk on pneumonia, on pneumococcic typing, on vaccine 
therapy, or may demonstrate the use of the oxygen tent, but he will also 
show that great good can be accomplished by means of the simple small 
oxygen tank and that a nasal catheter is a practical means of saving life in 
the home. The hospital pathologist will show microscopic or gross speci- 
mens carefully prepared in Lundquist solution and painted with gelatine. 
Dr. Hunt, of‘ our laboratory staff, recently presented a splendid exhibit 
illustrating the various types of goiter with abstracts of the history, a 
photograph of the patient, a photomicrograph of the tissue, and the gross 
specimen itself mounted in an electrically illuminated frame, ten minutes’ 
study of which will clear up more questions regarding the classification of 
thyroid disease than days of ordinary reading. 

The surprisingly high incidence of frequently unsuspected conditions, 
such as gastric and duodenal ulcers in alleged “dyspepsia,” of gall stones 
in so-called “acute indigestion,” of ureteral calculus of the right side in 
“chronic appendicitis,” of hyperthyroidism in “neurosis,” etc., provides 
subjects in which the practitioner is interested, the free discussion of 
which cannot too often be taken part in. 

The use of the freezing microtome in the diagnosis of malignant condi- 
tions is demonstrated by the pathologist during the operative morning. 
The perennially and vitally important subject of early diagnosis in carcinoma 
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wherever it may be situated is stressed and none too often. The ever 
present menace of acute appendicitis and the fact that late diagnosis is 
as common as ever, our last series of one hundred cases having 35 per cent 
of perforations, is a subject that cannot too frequently be stressed. 


The subjects of arthritis and the role of focal infections, of heart disease 
and of the menace of rheumatic fever, all illustrated with actual cases, are 
always timely. Diabetes, the use of insulin, the value of blood chemical 
studies, and the importance of thoroughly educating the diabetic before he 
is left to shift for himself are all phases of an important subject that can- 
not be presented too frequently. Clinical tabulations of series of cases and 
their presentation by effective and graphic means with an analysis of the 
disease and the results of treatment will always arouse renewed interest 
in the mind of the hard driven practitioner. 

In the latter part of the afternoon comes the real cream of the meeting, 
when the invited guests are called upon to speak. 


A kindly interest in the man who may appear at all perplexed and a 
ready willingness to answer every question in the attempt to make clear 
any point should be manifest at all such meetings. A spirit of scientific 
enthusiasm mingled with that of helpfulness and good fellowship should 
always prevail. They should be well balanced and varied and interesting. 
An inquisitive search for the truth on the part of all should be the dominant 
note. An occasional symposium is always welcome, especially if the in- 
vited guests are men of national reputation. The science of pathology 
should be given a prominent place. Free discussions should be encouraged, 
especially from the floor, and the meeting should resolve itself into a round 
table or open forum. 

Stimulation of latent enthusiasm for the scientific aspects of our pro- 
fession, to the end that one feels a renewed urge to learn more about such 
things by further reading, by more active participation in the deliberations 
of our county society, and by more frequent visits to the great medical 
centers of our country, is bound to be one result of well arranged post- 
graduate hospital meetings. In other words, they serve to remind the 
doctor that “the world do move” and that medicine does also, more rapidly, 
perhaps, than any other science unless it be that of electrical engineering, 
and that if he is to keep in step with the parade he must not drop so far 
back that he fails to hear the band. Not only does the man from the 
outside profit but, equally so, the man in the hospital, the staff member 
who arranges for and takes part in the program. He is inspired by the 
interest of his listeners, by their naive questioning, by their obvious need 
of assistance and keen desire for it, and he comes to realize that he, in 
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turn, is just as much in need of further enlightenment from the many 
who are in position to aid him. 

We are living in too marvelous times to fail to keep abreast of them. 
In our own time we have witnessed the discovery of the string gal- 
vanometer and the development of the electrocardiograph; the discovery 
by Bruce of the transmission of the sleeping sickness by the tsetse fly; 
the introduction by Carrel of a means of vascular anastomosis; the inven- 
tion by Atwater of the respiration calorimeter and the development of the 
science of bodily metabolism; the invention of the pneumatic chamber 
by Sauerbruch; the discovery by Schaudinn of the parasite of syphilis; 
the introduction of novocain by Einhorn; the development by Barany of 
the theory of vestibular nystagmus; the introduction of sero-diagnosis of 
syphilis by Wassermann; the introduction of the cutaneous reaction in 
tuberculosis by von Pirquet; the introduction of salvarsan by Ehrlich; the 
experimental production of poliomyelitis by Flexner; the introduction of 
the luetin reaction by Noguchi; the description by Cushing of dyspi- 
tuitarism; Francis Peyton Rous’s transmission of sarcoma; the cultiva- 
tion of the malarial plasmodium in vitro by Bass; the description of the 
four isohemagglutinating groups by Moss and Jansky; Lang’s introduc- 
tion of the colloidal gold test; the isolation by McCoy and Chapin of the 
organism of tularemia ; the epoch-making works of Folin, Benedict, and Van 
Slyke on the non-protein fraction of the blood; the introduction of the 
Carrel-Dakin treatment of infected tissue; the application of general 
tetanus inoculation in gunshot wounds; the first widespread use of typhoid 
prophylaxis in a great war; the description by Economo of encephalitis 
lethargica as a clinical entity; the tremendous developments in cerebral 
surgery by Keen, Cushing, and Frazier; the pioneer investigations of renal 
function by Abel and Rowntree; the discovery of insulin by Banting, of 
the thyroid hormone by Kendall, and of the parathyroid hormone by 
Collip; the discovery of radium; the development of high potential 
x-ray therapy; developments in surgery of the sympathetic system es- 
pecially in Buerger’s disease; the spleen in Banti’s disease and purpura 
hemorrhagica; the extraordinary developments in pyelography in urologic 
diagnosis; of ventriculography in the diagnosis of cerebrospinal lesions ; 
the perfection of the bronchoscope and the development of bronchoscopy 
by Chevalier Jackson. These and many other epoch-making contributions 
to medical progress, not the least of which has been the complete revolu- 
tion in our medical schools and colleges and in our methods of teaching, 
have all come in our generation and in the past twenty-five years, and 
there is every prospect that in the years to come discoveries and inven- 
tions of far greater significance will surely be made. 
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No wonder the doctor is put to it to keep up to date, but he can if he 
so desires. The hospital can greatly assist him in doing it and we institution 
men working in co-operation with the practitioner can, as Osler admonished 
us to do, “from time to time take stock, so to speak, of our knowledge of 
a particular disease, see exactly where we stand with regard to it, 
inquire to what conclusions the accumulated facts seem to point, and 
ascertain in what direction we may look for fruitful investigation in the 
future.” 


a Oe 


PRIVATE HOSPITALS IN NEW YORK CO-OPERATE 
WITH THE COMMISSIONER OF HOSPITALS 

Dr. J. G. William Greeff, commissioner of hospitals, recently requested 
the private hospitals to utilize their ambulance and ward facilities for 
the convenience of patients who, because of the present congestion, cannot 
be taken care of at the city hospitals. 

Dr. Greeff in making his request called attention to the fact that over- 
crowding in the municipally operated hospitals would continue for another 
six months and asked that the private hospitals make arrangements to 
take care of as large a number of additional patients as possible, and, in 
the case of patients who are unable to pay for private care, that the charge 
be made on the city. Several of the hospitals are arranging for the care 
of the increased number of patients by utilizing private rooms for this 
purpose. 


oo 
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WHAT DETERMINES HOSPITAL RATES’ 


By Ciinton F. SMITH 
Superintendent, Allen Memorial Hospital, Waterloo, Iowa 


HE HOSPITAL has become a place of business and its business is 

medical care. It is the agency in the community that parallels most 

closely the financial and the administrative problems in education, 
in merchandising, and in manufacturing. 

The hospital is at once a hotel, an industrial plant, a repair and rehabili- 
tation shop, a haven of refuge for those who are mentally or physically 
distressed, and an educational institution for the profession concerned 
with the provision of medical care. The modern hospital is the focal point 
for the concentration and dissemination of knowledge concerning health. 

Science has brought tremendous and revolutionizing changes into our 
modern civilization. Industry is continuously adjusting itself. It would 
appear that medicine alone lags behind in its appreciation of what these 
changes are. If hospitals would give scientific thought to hospital costs 
and popularize their findings, criticisms in lay magazines and lay news- 
papers would disappear and no longer would we hear the suggestion that 
medical costs are unduly high. 

There are several fundamental facts to be kept in mind. Capital invest- 
ment in hospitals represents a large sum. The seven thousand hospitals 
of the United States now represent in plant and equipment an investment 
of more than $3,000,000,000. This figure exceeds the capital investment 
involved in many of the more important manufacturing industries. 

The second fundamental fact is this. The cost of hospital care has 
more than doubled in ten years. There is a growing cost of food stuffs, 
labor, supplies. There is a growing cost because of the improvement in 
medical practice and in hospital care. These developments in medicine 
and surgery require new and costly material and additional personnel, all 
of which adds to the cost of maintaining the hospital. 

Having stated the two fundamental facts which should be kept in mind 
during our discussion, we wish to make three suggestions in the form of 
questions. 

1. How are hospital rates determined? 

(a) In many instances hospital rates have been handed down from one 
generation to another. The medical staff, the hospital staff, and the patients 
have accepted certain hospital rates. The thought of a necessity for revi- 
sion or change never comes to them. 

(b) When a new hospital is built, invariably the rates are based on 


1Read before the Iowa Hospital Association, Cedar Rapids, March 11, 1931. 
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rates prevailing in neighboring and competitive institutions rather than on 
a careful study of the capital investment and the operating costs of the 
new hospital. 

(c) The extensive use of hospitals is a comparatively recent social 
phenomenon. In 1875 there were but 661 and by 1928, for the 6,852 
registered hospitals with a bed capacity of 892,924, the average was 130 
beds per hospital. 

This rapid growth and expansion called for business administrators. 
Many hospitals are manned with capable, efficient, trained medical men 
and women, but they are woefully lacking in financial and administra- 
tive policies. Their hospital rates are determined haphazardly without 
careful, intelligent analysis of investment and costs. 


2. How should the rates be determined? 


One of the chief difficulties confronting hospitals is the misunderstand- 
ing on the part of the community as to what hospital rates mean. Those 
unfamiliar with hospital investment and cost assume that the lowest ward 
rate is based on cost plus and that every other rate above this means pure 
profit to the institution. 

In our attempt to answer this second question may we suggest : 


(a) That each hospital executive conduct a careful, comprehensive 
analysis as to the capital investment and the operating cost of his institu- 
tion. If he is incapable and inexperienced let him employ a competent cer- 
tified accountant. This analysis should apply to the three types of hospitals 
in United States: governmental, which include federal, state, county, city, 
and city and county; non-profit association hospitals—independent associa- 
tions, churches, and fraternal orders; and proprietary hospitals, which in- 
clude all those organized on a business basis, where financial benefits are 
expected. 

For the general welfare of this stupendous industry, this careful analysis 
should be made. 


(b) After such analysis is determined an intelligent allocation should 
be made to the various departments of the hospital. 

The bed is the unit of hospital service. Since the hospitals are called upon 
to care for three distinct groups—the indigent sick, those of moderate 
means, and the well-to-do—sufficient beds should be rated above the basic 
cost to carry the cheaper room beds and ward beds. 

(c) Another determining factor must be the quality and character of 
service which is furnished. For example, one hospital may charge a 
certain fee for the operating room and employ all thoroughly experienced 
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graduate nurses and supply more interns and include all supplies used, 
while the other hospitals charging the same rate may furnish student 
nurses, may charge extra for supplies, and may not furnish instruments. 

Unfortunately, in the thinking of the general public a hospital is a 
hospital; one is just about as efficient and satisfactory as another, and 
the character of the service is seldom questioned. 

(d) Compensation and county cases must pay basic cost. It is unfair 
and unethical for an insurance company to expect any hospital to care for 
its compensation cases below actual cost. If this is done, the hospital- 
minded citizens of the community will ultimately have to carry this burden 
and sacrificially make up the deficit in voluntary contributions. We believe 
the Iowa Hospital Association should go on record emphatically and 
boldly against this unfair demand upon hospitals. 

Schools of nursing should be placed on a sound financial basis. The 
time is past when schools of nursing can be and should be a financial drain 
upon a hospital. Fair and equitable allowance should be made to students 
who give faithful service, but no philanthropic institution of healing should 
be expected to pay students for training for the profession of nursing. 

(e) Some hospitals find it expedient to have a flat rate charge for speci- 
fied types of hospital service. Patrons are encouraged to plan for this 
cost in the family budgets. 

(f£) Some hospitals find it profitable to have a classified rate for patients. 
One institution divides its patients into four groups and each group is 
given the class of accommodation which is in accord with the prices it 
pays. The first three groups are on a cost plus basis. 

3. How can ethical publicity be given to the public? 

(a) Clarify any misconceptions among your hospital staff and employees. 

(b) Educate your medical staff. 

(c) Give publicity to your hospital constituency. Use every opportunity 
to give newspapers and other agencies informative and accurate data. 

(d) Inaugurate the plan of cash payments with patients. 


CONCLUSION 

In the management of a hospital there are two major sources of loss, 
one in the system of charges for service rendered, and the other in the 
purchase and distribution of supplies. 

Since one patient in three cannot pay and the hospital must accept its 
reasonable share in the care of indigent patients, the financing of the hos- 
pital should be a divided responsibility, the administrator accepting the 
responsibility of financing the operating expenses from the receipts from 
patients’ accounts, and the board of trustees accepting the responsibility of 
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financing all other expenses from other sources of income. Less than 
eight cents of the charity dollar goes to hospitals. There should be a con- 
stant vigilance for endowments and annuities. 

Every type of hospital will be called upon to accept and to care for the 
accident patient and the emergency patient. Many of these patients can- 
not pay promptly if they can pay at all. Every hospital will be called upon 
to make liberal discounts to ministers, doctors, and their families, graduate 
nurses, and trustees, and will be appealed to constantly to do charity 
service. ; 

With these demands and drains upon the finances of every institution, 
it is urgent, expedient, and necessary to determine hospital rates which are 
based upon investment and actual operating cost. 


———— 


MR. JAMES R. MAYS GOES TO ELIZABETH, NEW JERSEY 


Mr. James R. Mays, who for the past two years has been engaged in 
_ hospital consulting work and previous to that time was superintendent of 
the Homeopathic Hospital, Providence, has accepted the superintendency 
of the Elizabeth General Hospital, Elizabeth, New Jersey. 

The Elizabeth General Hospital is planning a reorganization program 
and is preparing its plans for future expansion and development. 





--o-———— 
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HOW SHALL THE CREDIT DEPARTMENT 
BE ORGANIZED TO FUNCTION TO THE 
GREATEST ADVANTAGE OF 
THE HOSPITAL?’ 


By Georce A. Maclver, M.D. 
Superintendent, City Hospital, Worcester, Massachusetts 
EFORE WE ATTEMPT to answer this question, it is necessary, I think, to 
B present something of the background or setting from which the ques- 
tion arises. Otherwise with such differences in hospitals with respect 
to size, character, and the make-up of their officers, our minds may be far 
removed from what our answer should cover. . 

Let us consider the hospitals classed as private or public charity, the class 
that will include the greater part of the hospitals in this country. Let us 
recognize the peculiar conditions that surround the operation of these hos- 
pitals. They exist, not for gain, but to provide medical service to their com- 
munities. In some instances, operating revenue is but incidental, though in 
most cases it is an actual necessity for the continuance of the service. Most 
of them have but little opportunity to select their credit risks. They often 
find themselves in the midst of transactions which in common humanity they 
must see through regardless of what the financial return therefrom may be. 

In these circumstances, we see at once limitations that will be imposed on 
our credit department. It cannot employ many measures that are used ef- 
fectively in the average business. Its conduct must not conflict with the 
charitable purpose of the hospital. We see, too, that our credit department 
cannot be an agency of system alone—an agency announcing regulations 
about deposits and payment of bills. System there must be, of course, and 
orderly routine procedures, but in addition, and quite as important, there 
may be a close personal touch that will bring every transaction under the 
eye of some official of the hospital competent to pass thereon in a way that 
insures fairness to the hospital and the individual involved in the trans- 
action. 

In developing the question, it is necessary that we first define the réle of 
the credit department, its purpose in the hospital organization, and its func- 
tion. I believe we may say that the function of the credit department, to 
put it broadly, is to convert hospital operation into revenue as far as is 
consistent with the charitable purpose of the hospital. Putting it another 
way, and more specifically, it is to say that its function is: 

1. To determine the rate that shall be paid by those receiving hospital 
care. 

2. To secure payment thereof. 


1Read before the American Hospital Association, New Orleans, October, 1930. 
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3. To make adjustments when such adjustments are proper. And to 
employ in carrying out these measures consistent and orderly methods. It 
goes without saying, of course, that all these are done in accordance with 
regulations established and defined by the board of trustees. 

Now if our definition of the credit department’s function is right, we can 
see fairly easily some hint of the organization required to carry out that 
function. We can see that our organization must be made up of three com- 
ponents and these three components, whatever the number of individuals 
may be, constitute the-entire structure of the organization. The first of 
these is: 

1. The admitting unit. 

2. The reviewing officer, or credit manager, if you will. 

3. The cashier and clerical assistants. 

Having in mind then the function of the credit department and the struc- 
ture of its organization, we now come to the question, How shall it operate ? 
Let us first take up the admitting unit—I use the term because it is flexible 
enough to apply to one person or several as may be required. It must be a 
unit that provides twenty-four hour service, immediately responsive to call, 
one that performs a dual role—that of introducing the patient to the service 
of the hospital, and that of bringing into operation the credit department. 
When appointment precedes admission, it obtains at that time a bit of infor- 
mation regarding the patient's circumstances and his requirements. When 
this is not the case, it obtains it on the patient’s arrival. It will then deter- 
mine the rate that the patient shall pay; it will make clear to the patient 
what charges are likely to arise; it will agree on when payment shall be 
made; it will obtain suitable guarantees when necessary; it will ascertain 
whether public liability or Workmen’s Compensation is involved and se- 
cure the necessary data to establish this fact; it will determine the legal 
settlement of the patient and decide whether the patient is eligible for a 
reduced rate, or free admission. Where it is decided that a reduced or 
free rate is warranted, the evidence on which this conclusion is reached 
is recorded. So much of its information as may be necessary for a clear 
understanding of the obligation, of the ability to meet it, and to show when, 
how, and by whom it will be paid, is recorded on an appropriate form, or 
rate slip. It may happen, of course, and often does that this information 
cannot be had immediately on the patient’s arrival, but it must be obtained 
as soon thereafter as practical, either through an interview with the patient 
himself, or through a member of his family, or other responsible represen- 
‘tative. 

All this, I believe, can be accomplished without undue emphasis and it 
starts the transaction off with a business-like aspect. It furthermore elim- 
inates, as far as it is possible to do so, causes of subsequent misunderstand- 
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ings that now and again arise. It may be argued that such procedures will 
bring irritation to some of our patients and this is probably true, but that 
does not mean the procedure in principle is unsound. The judgment and 
good sense of the admitting officer will abbreviate these formalities to per- 
sons of known or presumed credit standing, and to meet the needs of the 
situation. . 

Now comes the operation of the second component of our credit depart- 
ment—the reviewing officer, or credit manager. The rate slips carrying 
the information obtained by the admitting officer come before him the 
following morning together with the rate slips of all the previous day’s ad- 
missions. They are reviewed. We can see the importance of this review 
when we realize that the admitting officer has but surface information and 
works under the necessity of getting the patient to the ward with as little 
delay as possible. Our reviewing officer can work more deliberately in 
checking the slips against information available to him in tax books of the 
community, real estate blue books, retail credit reports, or from other 
agencies that may supply information bearing on the patient’s circum- 
stances. Where it is found that the slips are complete and satisfactory, 
they are simply approved. Where it is found that the evidence they contain 
requires confirmation, letters are sent that will secure that confirmation. 
Where, with later information at hand, modification of the rate is indicated, 
it can be taken care of at this time. Notations can be made on these slips 
carrying instructions for the later guidance of the cashier. 

Having established our rates and fixed our claim, we now pass the opera- 
tions on to the third component of our credit department, the cashier. From 
these rate slips that have been transmitted to her, she will of course open 
her accounts for each patient and enter such payments as are made. Such 
charges as may subsequently arise for x-ray, laboratory, or other special 
service should be entered as they appear, these charges originating, of 
course, on requisition blanks that go to the cashier daily or oftener. Where 
the rate slips do not specify otherwise, she will draw off bills each week 
to all patients in the house and will at once make deliveries direct to the 
patient, or to his responsible representative. Each week, also, she will draw 
off a list of all patients in the house who are in arrears in their payments. 
This also goes to the patient, but this time through the admitting unit, who 
will remind the patient, or his responsible representative, of his obligation 
to the hospital. When this list shows that some patients are in arrears for 
two weeks or more, it should come to the attention of the reviewing officer, 
or credit manager, who will consider each individual case thus in arrears 
and determine what should be done,-whether the rate should be modified, 
or whether transfer to less expensive accommodations should be made. 
When the patient is ready to go home, the discharge formalities will. bring 
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him to the cashier and then and there settle the account where possible. 
Where the account is not settled, the patient is taken to the admitting officer 
who goes over the account with him, reviews the previous understanding, 
and secures the signature to an agreement about the payment of the bill, 
or what may be in effect a promissory note. This concludes the proceed- 
ings that are carried on while the patient is in the hospital. 

Now what should be done about these claims after the patient has left 
the hospital? Where specific instructions to the contrary are not given the 
cashier’s office will send bills on the first of each month. Such bills may be 
accompanied by appropriate form letters in progressive order requesting 
payment. This procedure is carried on for three months. At the end of 
this time all outstanding claims are drawn off by the cashier’s office showing 
dates and amounts of payments and the amount then due. This list, to- 
gether with the admission slips of the persons appear.ng thereon, is then 
presented to the reviewing officer who will determine what further proced- 
ure is necessary. It may be decided then and there that in some of the 
claims. further collection measures will avail nothing and the account may 
as well be dropped. In other instances, it may be decided to continue the 
plan of issuing monthly bills, and in still other instances it may be thought 
best to press further for collection. Such measures may be a proposal to 
accept part of the face of the bill in full settlement; it may be the employ- 
ment of a member of the hospital organization to make personal contact 
with the delinquent; it may be the employment of a collection agency; or 
it may be the employment of an attorney to bring suit to recover. What- 
ever measure is employed, it is carefully thought out and proceeds in a 
steady and progressive manner. 

Routinely, thereafter, the cashier’s office draws off a list of all claims that 
are more than three months old for the credit manager, who is thus able to 
keep in touch with each outstanding claim and follow its course. How long 
this should be continued is open to question. But I believe that there is 
little to be gained in the continuance of this for more than a year. At the 
end of this time, the majority of the cases may as well be charged off, or at 
least put down for such action at some future time. There will be instances, 
of course, of cases involved in litigation, or some other circumstance which 
will make it necessary to continue the monthly check on these cases for a 
much longer period. 

Here, then, you have what I believe is a reasonably effective plan of 
credit department operation. It is essentially what we use in our own insti- 
tution and I believe, in the main, it is applicable to the average general 
hospital. We recognize that the plan has weaknesses that would not be 
countenanced in the average business, but such weaknesses are inevitable 
when the operation of the credit department is subordinated to hospital 
service. 
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ENRICHING THE SERVICE OF THE 
HOSPITAL’ 


By SIstER Mary CLARE 
Superintendent, Mercy Hospital, lowa City, lowa 

HE HOSPITAL is a changing institution. Originally it was a hospice 

or inn, a place where strangers or visitors were received. In the 

course of time its use was restricted to the care of the sick. This 
inodification was incidental to the long development through which the 
hospital itself has passed under varying influences of religious, political, 
and economic conditions, and of social and scientific progress. 

Viewed in a large way the typical modern hospital represents natural 
human solicitude for suffering ennobled by Christian charity and made 
efficient by the abundant resources of modern skill. The hospital of 
to-day owes much to scientific progress, generous endowment, and wise 
administration, but none of these can serve as a substitute for the unselfish 
work of the men and women who minister to the sick as to the Person 
of Christ Himself. It might therefore with truth be said that the progress 
of a hospital is measured by the way in which its efficient Christian service 
to all is enriched. 

This subject, “Enriching Hospital Service,” is so broad that it would 
not be possible within the compass of this paper to cover all important 
topics concerned within its field, but it is hoped that the few points stressed 
may serve to remind us of their value in the great, noble cause we serve— 
the care of the sick. These points are obvious enough, and are mentioned 
only to point a further reflection. 

The hospital, like an individual, has its material and its spiritual side; 
or, it might be said, it-has a body and a soul. In rendering service to both 
a brief discussion bearing on each may enable us to see some way in which 
we might enhance the service of the hospital. 

Perhaps the most essential service is that which should be given in the 
office when the patient arrives. The hospital office should have about it 
an atmosphere of hospitality. The office reception, the primary handling 
of patients, are of great importance. A patient should be received with a 
kind, calm sympathy and handed over to the nurse waiting to receive her, 
who in turn with sweet, sympathetic efficiency and calm, maternal solicitude 
should take her to her care and to her heart as one for whom she has been 
waiting, and give her little attentions that make her forget her pains and 
loneliness. How at home the patient feels, and she marvels to have found 
again a tender care which perhaps she has missed for many years. 


1Read before the Iowa Hospital Association, Cedar Rapids, March 12, 1931. 
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It might also be added right here that the same kind service is expected 
of the accountant’s office where the patient and her friends make the last 
contact with the hospital. The personnel here should see that the patient 
leaves the hospital satisfied at any cost; and when there has been a real 
grievance it would be economy to cancel the entire hospital bill rather than 
have an enemy for all time. Someone has said: 


“If I have a thousand friends I have not one to spare, 
But if I have one enemy I meet him everywhere.” 


The waiting room in the hospital should be most carefully supervised. 
A kindly, sympathetic woman—we might call her the hospital hostess— 
should always be in touch with it. How pleasant for a visitor entering the 
hospital to be met by one who is a living representative of the institution! 
She should convey in her words and manner the idea that a hospital is an 
institution for public welfare, and that in that sense it belongs to the public, 
and the public is in every reasonable way most welcome within its portals. 

It is the duty of the hospital hostess to provide the best accommodation 
she can for relatives and friends of patients without interfering with the 
‘care of patients. She should also make provision for long distance calls, 
telegrams, taxicabs, stationery, stamps, and other necessities for patients’ 
friends. Courteous attention to see that the wishes of visitors are met in 
a kindly way gives the impression of the ultimate in service, and enhances 
the opinion formed of the institution and its staff. 

When a visitor is directed to the room she wishes to visit, introduced 
properly to the sickroom, and left with the patient after a cheery, kindly 
word to both, and with any information that may be of use, the visitor 
immediately feels at home and unconsciously imparts to the patient her 
impression that she has been given the real service which she has a right 
to expect. Certainly it is the part of both ethics and charity to treat kindly 
those heavily laden who visit the sick in our hospitals. 

A second essential service in the hospital is the 100 per cent main- 
tenance. We should have a “maintenance man,” whether he be called by 
that name or some other, such as “chief engineer.” He should be expert 
in all pertaining to heat, light, power, etc., so that there will never be a 
break in any of those services which he could not remedy at once, and so 
prevent a panic in the operating room, sterilizing room, x-ray department, 
elevator service, etc. This man draws a high salary, but since he is 
plumber, electric worker, steam fitter, etc., he earns his high salary and 
maintains an excellent basic service to the hospital. 

Another means of enriching the service is by equipping our laboratories 
—clinical, pathological, x-ray, diet, physical therapy—with the best and 
most improved equipment, and especially by procuring the most trust- 
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worthy professional workers for these departments. Here, again, the 
first cost seems prohibitive, but if faultless work is turned out it will be 
but a short while until each department will grow to meet the wants of 
the doctors. The departments will become self-supporting and will be an 
asset to the hospital and a real necessity to the community. 

Good food service is also most essential to the success of the hospital. 
There are many little ways in which to woo or improve the patient’s 
appetite, but the best way is to serve attractive trays and excellent, well- 
cooked foods. In arranging the tray use an element of surprise or popular 
appeal. Make cach holiday an event. Americans eat pretty largely with 
their eyes (and these include our patients also). Daintiness of service, 
contrasting colors, mean much. People like to talk about food; they 
remember much more clearly how it looks than how it tastes; if it doesn’t 
look good they will not even taste it. Every little consideration means so 
much to the sick and convalescent. It should not be considered too great 
an effort to give an added thought to the tray. 

The value of beauty in the hospital should be given much consideration. 
Formerly, little attention was paid to this subject in the hospital, and how 
it affects the comfort and happiness of the patient. This work and aim— 
that of beautifying the hospital—is a woman’s work, and the nurse execu- 
tive should be responsible for providing that beauty in lighting, in wall 
tones, selection and arrangement of furniture, pictures, flowers, and neat, 
comfortable beds, which has for the patient such an appeal. It is for this 
understanding that a patient is grateful to the executive whose sense of 
service to the sick is reflected in all that he sees done in the hospital. 

Another important factor in the enriching of the hospital service is the 
selection of personnel, particularly the candidates for the nurses’ school, 
the faculty of the school for nurses, and the members of the staff. The 
selection of candidates for the nursing school should be made with great 
care. The qualities of mind and soul and body requisite for a good nurse 
are not possessed by everyone. The nurse should have at least a high 
school education; she should have the necessary physical build and 
strength and a real love for service, for self-sacrifice for her neighbor— 
in a broad sense, for humanity—with all the attributes which love for 
these implies, without which, no matter what her technical training may 
he, she will never be a successful nurse. 

We must not forget that in our day even the smallest hospital must be 
a good one, and the smallest nursing school must be a good one, judged by 
criteria not entirely of our own devising. Every nursing school should 
therefore organize a complete teaching faculty, including not only full-time 
instructors with a bachelor’s degree, but also an adequate number of part- 
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time instructors drawn from the head nurses and supervisors in the hospital 
possessing proper academic qualifications to teach. 

In the appointment of the hospital staff, the hospital has a very con- 
scientious obligation. The public is unable to judge the ability or skill of 
a doctor ; consequently, every doctor appointed to a hospital staff should be 
selected for no other reason than that of his ability, his training, his per- 
sonality, and his character. 

We should impress on all connected with the hospital the necessity to 
extend to our patients the courtesy due a guest and not the attitude of a 
case for diagnosis. 

Maids should be required to be courteous and quiet; of the nurses is 
expected courtesy, thoughtfulness, kindness, and a deep respect for the 
body of the patient as “the temple of the soul”; from interns, profound 
courtesy, kindness, thoughtfulness, with the thought of making the patient 
better mentally, physically, and morally for having been on their service. 
We should impress on all our doctors the profound thought that the body 
is ‘the temple of the soul’’ and in hospital service we consider this the ideal 
professional care given to the patients with whom we work to restore 
them to health. 

By co-operation of all units of hospital personnel working for a common 
purpose, namely, the care of the sick and the relief of suffering, the hos- 
pital will reach in its material side its ultimate goal by its enriched service. 

While much thought and care are expended on the material side of the 
hospital it must not be forgotten that there is another part, the soul or 
spiritual side of the hospital, not less essential, which makes its demands 
for tangible supplies and equipment as does the material side. We must 
remember we are taking care of the whole patient, soul and mind as well 
as the body, and it is by serving the two latter in a special way that we 
completely enrich the hospital’s service to our patients. 

When once we fully realize the importance of procuring happiness and 
contentment for the minds of our patients we will be convinced of its value 
and place in the care of the sick. Perhaps there is no greater service in 
this phase of our work than that of a patients’ library, or, as it has been 
aptly called, a “bibliotherapy department.” In our hospitals there are 
various types of patients, many of them in a condition to be benefited by 
books which they read or which may be read to them. As medicine for 
the body varies with the disease, so medicine for the soul and mind must 
also vary. For this reason the service of a skilled librarian is of highest 
value to a hospital, because with her knowledge of the patient and books 
she is an invaluable aid in contributing to the spiritual as well as to the 
physical and mental well-being of the patient. 
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If the hospital can afford but a limited number of books for the patients’ 
library, arrangements can be made with the local library board to have 
a trained librarian come from the city library to the hospital with her books 
at least once a week. Librarians find it a great pleasure to render this 
service, and are glad to come in contact with this class of readers. By 
her personal visits to the patients, the librarian is able to select books suit- 
able to their individual need or liking. The librarian should be given 
courteous assistance by the floor supervisors, and a list of the patients who 
are seriously ill and not to be disturbed should be provided. 

Perhaps we do not fully appreciate the powerful influence of good books. 
There are times when a few lines from a good book will supply the spiritual 
food for a starving heart. We have but to recall the well known story of 
how the casual picking up of a special book, The Lives of the Saints, by 
the great Ignatius while he was a patient in a hospital, recovering from a 
wound received in battle, led to his conversion from a soldier of an earthly 
sovereign to that of a soldier of Christ. 

Among the books that might be recommended as of special value to the 
sick are The Shadow on the Earth and The Masterful Monk, both written 
by Francis Dudley. 

Another factor of great recreational value is radio, which should be in- 
stalled in our hospitals for the benefit of the sick. Radio service enables 
patients to pass many an otherwise weary hour pleasantly and profitably. 
In its marvelous democratic service to mankind with its varied programs 
it has reached all classes and conditions of society, it has brought the whole 
world, the sick and the well, closer together in new links of friendship and 
understanding. Someone has said that radio bids us hope that it may by 
its magic service to the world bring about an ideal realization of the future 


when “society shall become a brotherhood and all the world a neighbor- 


hood.” 

Last but greatest in the spiritual cure of the sick is the hospital chaplain, 
for it is his service more than all others that reaches the soul of the paticnt. 
The hospital which is blessed with the services of a chaplain of tact, 
delicacy, and strength, wisdom and discretion, possesses its most valuable 
asset, for his service cannot be measured except by spiritual values. 

By his contact with the sick and their relatives he has an unlimited field 
for the exercise of his zeal and charity. It is the chaplain more than any- 
one else who can help create in the sick the right attitude toward sickness, 
and point out the good that can come from bearing suffering patiently. 
His frequent visits to the sick without distinction of race or class or creed 
are constant reminders of real charity toward our fellowman, In the 
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performance of his duty he endeavors to bring all to Christ, who is 
Charity itself. 

The hospital thus combining and enriching its service in both its material 
and spiritual parts endeavors to reach its ultimate purpose—the spiritual 
well-being of the patient through the physical, mental, and spiritual care of 


its sick. 





IDENTIFYING THE NEWBORN 


One of our eastern hospitals has developed a very interesting technique 
in marking the newborn. It is done by the use of the ultra-violet rays and 
consists in placing the initials of the mother in a nickel holder which 
fastens to the front of the burner window of the lamp. This nickel holder 
is applied to the right arm of the expectant mother before delivery and 
after the birth of the baby is applied to the right leg or buttocks of the 
infant. The result is that the initials of the mother are stenciled on her 
_ right arm and on the leg or buttocks of the baby. 

The operation causes no inconvenience to either mother or baby and 
there is no irritation after the stenciling operation has been accomplished. 
The metal holder with the letters to be stenciled are placed in direct con- 
tact with the skin of the mother and of the baby and the time of applica- 
tion is twenty-five seconds in each case. The initials appear from four 
to eight hours after the ultra-violet stenciling and after that time are well 
defined and remain for several days after the discharge of the mother and 
baby from the hospital. 

The technique of application is simple and the attendant nurse can 
arrange the marking without any difficulty and with no danger to either 
mother or baby. 


an 
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THE VALUE OF FLAT RATES' 


By T. S. Brown, M.D. 
Superintendent, Mary Fletcher Hospital, Burlington, Vermont 

ITHOUT DOUBT THE MOST important function of every hospital is 

to render proper and adequate treatment to every patient admitted 

thereto. The burden of this service is shared by the medical and 
nursing staffs and the administrative officer. Of scarcely less importance 
is the conduct of the hospital finance in such a manner that every patient 
shall pay in accordance with his ability for the service rendered to him. 
This will, of course, vary from free service to payment which will mean 
a generous profit above the actual cost of care. 

The burden of this responsibility rests almost wholly upon the shoulders 
of the hospital executive. 

Until recent years nearly every hospital superintendent was either a 
physician or a nurse and occasionally, even yet, one sees articles discussing 
the relative merits of doctors, nurses, and laymen as hospital executives. 
Other things being equal (which they usually are not) a person who has 
had training in the care of the sick should have a distinct advantage in the 
directing of hospital affairs. 

It is a fact, however, that since the advent of laymen to the field of hos- 
pital executives there has been a great improvement in the conduct of the 
hospitals’ financial affairs. Few physicians or nurses become the heads of 
institutions having had previous experience in business management of 
any magnitude and many have had no training, even, in accounting, to say 
nothing of the principles of economics. There are exceptions to every 
rule. 

Consequently when the layman entered the hospital field he naturally 
saw things from a different and frequently a saner point of view. His 
influence was first to lift his own institution to a more sound economic 
basis and then to give to hospital finance in general a more wholesome 
tone. 

It is to be assumed that no institution, except one privately owned, will 
have any dividends to distribute or any melons to cut. It is also to be 
assumed that the care rendered by a hospital is of primary importance to 
the individual patient and his family and that such service involves an 
obligation on their part to pay to the hospital such an amount as will at 
least reimburse it for actual money paid out if this can be done without 
subjecting the individual or family to prolonged financial handicap. There 
are in every community many people whose financial capacity will not 


1Read before the New England Hospital Association, Boston, January 17, 1931. 
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allow the payment of any money, or any but small sums, for medical 
service. Yet there are few communities in our country where such people 
are allowed to suffer for lack of care, for the medical profession and 
wealthy laymen have always been ready and willing to contribute their skill 
and their means to care for the needy. 

There has, however, much been said and written in the last few years 
about the high cost of medical care and hospitals and physicians alike have 
come in for some bitter and, for the most part, undeserved criticism. 

What, then, can be done to reassure the public that hospitals have not 
become mercenary or negligent in rendering care for the sake of saving 
money? How can the financial burden of the hospital be most equitably 
distributed and its plant and equipment be made to keep pace with the 
increasing demands thrown upon it by a rapidly advancing medical science 
and a profession which is more and more adopting the research frame of 
mind? Medical research and medical equipment are expensive necessities. 
They can no longer be classified as luxuries. 

The American citizen of means can always be counted on to give his full 
share toward endowments, but that is no reason why he should be called 
upon to take the full responsibility for the care of those who are sick. 

How, then, can those who receive the direct benefits of the hospital 
care be impressed with the equity of hospital charges and the dignity and 
self-respect to be gained by meeting hospital bills promptly and cheerfully ? 
We must first gain their confidence and then enable them to see that busi- 
ness is business—even hospital business—and as such it expects fair treat- 
ment at their hands. How do we like to get at the cost of repairs other 
than those of the human body? If one wishes to repair his house or to 
build a new one there are two ways of going about it. One is to let it 
out by the job for so many dollars. Another is to have it done by day’s 
work or on a cost plus percentage basis. How does one decide which is 
the preferable course to pursue? 

There are two things to consider: first, the quality of the finished prod- 
uct, and second, the cost. 

These two things are intimately associated with the character of the 
contractor. If you have implicit confidence in him you will expect him 
to carry out his contract for a given price without cheating on the quality 
of workmanship or materials, if you decide to let it out by the job. On 
the other hand, if you decide to try the day’s work or cost plus plan you 


‘ 


trust that he will not allow his men to “soldier on the job” and drag it 
out indefinitely. Nor will he “pad” his bills, if he does it on the cost plus 
basis. If you haven’t complete confidence, then you decide to gamble 


one way or the other, in which case you take a more or less fatalistic view 


[78] 








oo TE nae RE Scns 


—— 

















THE VALUE OF FLAT RATES 


of the matter at the start and expect to be cheated anyway. So you are 
prepared to pay but hope by watchfulness to keep the cost as low as 
possible. 

The contractor on his part is likely to feel, if he takes it by the job in 
competition with other bidders, that you have tried to put him in the hole 
and therefore he is justified in “putting something over” if possible. If, 
however, you trust hit to do it by day’s work he decides you are easy 
and not well grounded in business methods. 

These attitudes of mind and conduct show a lack of confidence and it 
is, I believe, a similar lack of confidence on the part of the public toward 
the medical profession and hospitals which started the cry of the high cost 
of medical care and a nation-wide investigation of it. This investigation 
is, I believe, proving of great benefit to the hospitals for it is revealing 
that, generally speaking, hospital rates are not excessive. 

If there is a lack of confidence on the part of the public in hospitals, 
what evidence is there and how can a better and fairer relationship be estab- 
lished? Are flat rates the answer to the assertion that hospital bills are 
too large? 

All hospitals have flat fees to a certain extent, I expect, as, for example, 
routine laboratory work and operating room and delivery room fees, but 
so far as I know not many hospitals have tried out the scheme of charging 
a lump sum for all the service rendered to an individual case. 

Some publicity has been given to the flat rate system instituted at the 
Memorial Hospital in Cumberland, Maryland. I wrote the superintendent, 
William J. Finn, to learn the nature of the rates and his reaction as to the 
plan. I received a very enthusiastic reply. The scheme in substance is 
as follows: 

The standard unit of time is thirteen days. If the patient stays longer 
he pays a fixed sum for each additional day. A surgical ward case pays a 
lump sum of $65 for thirteen days. If he overstays his time he pays $1.00 
per day as long as he stays. If the case is semi-private he pays $1.50 per 
day additional for the thirteen days, and continues to pay that amount 
only if he overstays the thirteen days. A patient occupying a private room 
pays $2.00 additional and $2.00 per day for any overstay. Maternity 
patients in the ward pay a lump sum of $30 for thirteen days; semi-private 
patients pay $45 and private, $60. Neither semi-private nor private patients 
pay anything extra until the thirteen days have elapsed, and then they pay 
$1.50 and $2.00 per diem respectively and the ward patient pays $1.00 
per diem. Tonsil cases pay a lump sum of $13 in the ward, $14 in semi- 
private and $15 in private accommodations. Chronic medical cases pay 
$15 per week in the ward, $22 per week in semi-private rooms, and $29 
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in private rooms. There are no extras. Diagnostic cases, two days in a 
private room, with any or all x-ray and laboratory fees included, $50; two 
days at $25 with one x-ray and all laboratory work. Urological cases, one 
day with x-ray study, $26; subsequent treatment including board and 
cystoscopy room, $25 per week in wards, $32 in semi-private rooms, and 
$40 in private rooms. Minor operations, $5.00 operating room and $5.00 
laboratory fee, $5.00 medication, and usual board and care charges. 

He states that in spite of the business depression of the year the hospital 
finished the year with a good surplus. 

Now it is an old saying that “nothing succeeds like success” and on that 
basis every hospital ought to adopt the flat rate plan for I am sure that 
not many hospitals had a surplus at the end of 1930. He says that all the 
staff of about forty doctors are able to tell their patient definitely what 
their hospital bill will be and that by this plan special nurse’s and doctor’s 
charges are not considered as hospital expense by the patient. He further- 
more states that whereas the rates seem lower they are actually higher than 
the usual hospital charges, with the exception of those for maternity cases, 
which for special reasons they kept low. 

In addition to this the flat rates are considered as cash rates and much 
more readily accepted by the public as such. This is of great advantage, 
especially in the ward cases. Consequently practically all of their business 
is cash. That sounds good and one cannot blame Mr. Finn for being 
enthusiastic about the success with flat rates. 

It may, however, be well to consider some of the complications which 
may arise in connection with this plan. Everyone engaged in hospital 
administration knows that the first consideration in the conduct of a hos- 
pital is to see that every patient, regardless of ability to pay, shall lack 
nothing that is essential to his recovery. The essentials of care may require 
large expenditures for diagnosis, namely, x-ray examinations, not once but 
repeatedly, numerous examinations of the blood and urine, all sorts of 
blood chemistry and tissue examinations, the use of the electrocardiograph 
or basal metabolism apparatus. Or, if diagnosis is simple, expensive treat- 
ment may be necessary, as, for example, thousands of units of tetanus 
antitoxin in a case of active tetanus, or meningococcic serum in a case of 
meningitis, or large and often repeated doses of opiates in advanced cancer. 
Or again, a patient who is in a critical condition or delirious for many days 
may require constant nursing attention and still not be able to pay for spe- 
cial nurses. Again, whereas thirteen days may represent an average stay 
in the hospital, patients operated on for hernia or gall bladder disease, 
hysterectomy patients, and many others can hardly be expected to leave the 
hospital in thirteen days, nor does every case leave the hospital without 


[ 80] 








25 Wameewenmnne a 

















THE VALUE OF FLAT RATES 


complications—phlebitis or pneumonia or cardiac decompensation may de- 
velop, or wound drainage may be necessary. Many things may happen to 
prolong the stay of the patient. But when the hospital has undertaken the 
care of a patient it must carry on until the patient either recovers or dies, 
no matter how great the expense nor how long the time. 

Then, too, many patients do not want to go home in so short a time, nor 
do their doctors want them to go. So they may choose to stay several days 
longer. And where could they get care for $1.00 per day as in the ward 
or $2.00 as in a private room? I think such rates would be abused without 
perfect co-operation by the staff to expedite discharging of patients. 

It would seem, in view of the foregoing eventualities, that the hospital 
must make its flat rates so high that it would work injustice to the majority 
of patients who have no complicating expenditures. By way of comment 
on the rates as quoted, I believe they are too high for ward patients, 
who can least afford to be overcharged. They are too low for maternity 
cases, as admitted by Mr. Finn. And if overstaying is to be obviated, the 
patients, except the ward patient, should be charged at least the per capita 
per diem cost, and preferably at the rate of $65 for the thirteen-day period, 
namely, $5.00 per day. This rate certainly is not excessive. 

To me it seems that a flat rate by the day, with extra charges for the 
x-ray and operating room, basal metabolism, electrocardiograph, and ex- 
pensive medicines, is a much fairer arrangement for both the patient and 
the hospital. Then the patient pays for what he receives and the hospital 
is paid for what it gives. 

It is not necessary to charge for every item, such as the use of an electric 
fan or electric pad, or for ginger ale and numerous other things that a 
patient would get well without but which add much to his comfort and 
pleasure. 

While flat rates look attractive and reduce bookkeeping, it seems to me 
that safe rates for the hospital mean high rates for the majority of patients, 
while fair rates from the patient’s point of view mean unnecessary 
gambling on the part of the hospital. 
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TORONTO’S FINE HOSPITALS 


From a modest beginning, with a single hospital in 1812, the city of 
Toronto in little more than one hundred years has developed one of the 
finest hospital systems on this continent. It is one city whose hospitalization 
and public welfare program has kept even pace with the urgent demands of 
its increasing population. All of these institutions are beautifully located 
and many of them are fine examples of hospital architecture. 
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Women’s CoLiecr. HospiItaL, RUSHOLME RoApD 


First opened in 1896; 90 beds; staffed entirely by women physicians and 
interns; Miss Harriet T. Meiklejohn, superintendent. The illustration above is 
the front elevation of the new hospital of 200 beds, erection of which will be 
commenced early this summer. 
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St. MicHAEv’s Hospirar 
Under the direction of the Sisters of St. Joseph; second largest hospital in Toronto ; 
founded in 1892; Sister Mary Margaret, superior. 
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One of the world’s finest institutions, with 1,054 beds. Its department of radiology 
treated 25,000 patients in 1930. Mr. C. J. Decker, superintendent. 
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St. Jonn’s Hospitar, MAjor STREET 
_Administered under the direction of the Sisters of St. John the Divine; 75 beds; 
Sister Beatrice, superintendent. 

















DAUGHTERS OF THE EMPIRE PREVENTORIUM, SHELDRAKE BOULEVARD 
Had its beginning in the Heather Club, which maintained a home on Toronto Island 
for under-privileged children; founded in 1913 and now has a capacity of 114 beds; 
superintendent, Miss L. Lorraine Morrison. 
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SALVATION ARMY WoMEN’s HospPITAt 
Recognized as one of the most efficiently operated hospitals in Canada; 51 beds; 
Major Geraldine Hollande, superintendent. 








HospiTat FoR SICK CHILDREN, COLLEGE STREET 
Established in 1875, this institution stands as a monument to the memory of the 
life work of the late John Ross Robertson; 284 beds; Mr. Joseph H. W. Bower, 
superintendent. 
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St. JosepH’s Hospitar 
Operated by the Sisters of St. Joseph; the first unit of the new addition was 
_opened in October, 1930. 








Mount SinaAr HosPitat, YORKVILLE AVENUE 
Founded by the Ezras Noshem, pioneer in the Canadian Jewish Hospital movement ; 
25 beds; Miss Belle Sadowski, superintendent. 


[88] 



































Toronto PsycuriaAtric HospirAL, SURREY PLACE 
Erected in 1925 by the city of Toronto and maintained by the Province of Ontario 
for the care and observation of municipal patients ; 60 beds; Dr. C. B. Farrar, superin- 
tendent. 
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TGRONTG ORTHOPEDIC HOSPITAL 
Incorporated in 1898; the photograph is the present institution. Plans are now in 
preparation for the erection of an entirely new and modern orthopedic hospital to 
replace the present building. The site of the new hospital will be at Huntley and 
Isabella streets, 
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QuEEN Mary Hospitat ror CONSUMPTIVE CHILDREN 
Established in 1913; 203 beds; Dr. W. J. Dobie, superintendent. 














Toronto WESTERN HOSPITAL 
Founded in 1896; opened operations with seven patients. In 1899 a hospital building 
accommodating 350 patients was built on the present site. The nurses’ home, accom- 
modating 180 nurses, with teaching facilities, was erected in 1924. In 1925 the 
Toronto Western Hospital was amalgamated with the Grace Hospital, the latter 
having been founded in 1888. Total bed capacity of the combined hospitals, 500; a 
teaching unit of the Toronto Medical School; superintendent, Mr. A. J. Swanson. 
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GRACE Diviston, ToroNTO WESTERN HospPITAL 








THe O_p York HospItac 


Toronto’s first hospital was founded in 1819 and was a forerunner of the Toronto 
General Hospital. It was a brick structure containing seventy beds and cost about 


$33,000. 


[91] 


wo 














Toronto EAst GENERAL HospitaL 
Established in 1929; 135 beds; Mr. R. R. Hewson, superintendent. 





RIVERDALE ISOLATION HospITAL, RIVERDALE PARK 
First established in 1901; a civic institution operated by the Toronto Department 
of Public Health; Mr, Henry A. Rowland, superintendent, 
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WELLESLEY HospitaLt, Homewcop PLact 


Opened August 26, 1912, by H. R. H. the Duke of Connaught: 102 beds: Miss 
Gertrude B. Ross, superintendent. 
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STAFF ORGANIZATION’ 


sy Lucius R. Witson, M.D. 
Superintendent, John Sealy Hospital, Galveston, Texas 


FT SHE ORGANIZATION of the hospital’s medical staff is quite a complex 
tens due to the many factors that bear on the subject. It is im- 
possible to develop an organization that will function satisfactorily 

in all hospitals. The size and kind of community in which the hospital is 
general, special, or general with 





located, the classification of the hospital 
limitations on certain diseases, the extent to which the institution attempts 
to play a part in medical education, and other factors must govern the 
organization. 

To begin, we will consider the general hospital in a community of from 
ten to twenty thousand. This hospital probably will not have a bed capac- 
ity of much more than one hundred. It probably will not be connected 
with a medical school but could maintain a good school of nursing espe- 
cially if affiliations were made with other hospitals for special work. All 
ethical physicians will be permitted to care for patients within its walls, 
but should all ethical physicians in the community be on its staff? I doubt 
the wisdom of this, because the staff would be unwieldy, and petty differ- 
ences of opinion would tend to disrupt the harmony of staff co-operation. 
Those physicians of the community who have best informed themselves on 
hospital matters and who have developed their medical training in one phase 
of medical work should be selected by the managing board for staff mem- 
bership. In most communities of this size, little opportunity is afforded 
the medical profession to adhere strictly to surgery, medicine, obstetrics 
and gynecology, or one of the specialties, so an attempt to develop the 
staff organization on strictly a departmental basis would be difficult. How- 
ever, the opinion of a physician who has made a particular study of internal 
medicine, surgery, or some other branch of medicine should be sought 
and respected on matters pertaining to his field. The members of the 
staff should annually elect their officers, and the conduct of the staff should 
he such that election to office would be considered an honor and not a 
thankless piece of drudgery. New officers should be elected each year 
and the honors passed around among the members. Meetings at least 
once a month should be held and attendance should be good. In fact 
continued failure to attend staff conferences should provide grounds for 
removal from the staff. In addition to the discussion of clinical matters, 
matters of policy should be openly and frankly discussed and recommen- 
dations made to the managing board through the hospital superintendent, 


1Read before the American Hospital Association, New Orleans, October, 1930. 
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STAFF ORGANIZATION 


who should attend these conferences. The individual staff members should 
gladly give their services to the school of nursing and provide adequate 
educational features in their particular branch of medicine. 

A community of one hundred thousand will offer a more complicated 
study in staff organization. There will be several hospitals in such a 
community. This brings up the question as to whether a physician should 
be on the staff of more than one hospital. As a general rule, I think staff 
appointment to one hospital should be sufficient, but there should be no 
objection to having the so-called “courtesy appointment” to other hospitals, 
so that the physician need not lose the few private patients who are un- 
willing to go to the hospital of his choice. The staff in a hospital in the 
larger community should be organized along the same lines as in the hos- 
pitals of small communities. The officers should be elected annually and 
the staff have its regular monthly meetings. The staff, though, should be 
further organized into departments with a chief for each department. The 
surgeon-in-chief, the physician-in-chief, and the obstetrician-in-chief should, 
with the council of the other members of their department, decide upon 
all matters of policy pertaining only to their department. If the matter 
involves the whole staff, it then becomes a matter for the staff to consider 
through its regular organization. Each chief should be responsible for 
the work of his service, and his sanction should be cbtained for appoint- 
ment to his staff. Appointment should be graduated so as to designate 
the younger members and to permit a promotion scheme for meritorious 
work. The staff should have full charge of the clinical work in the general 
wards, and each member should perform faithfully the duties assigned by 
the chief. Ethical physicians in the community who do not hold an ap- 
pointment should be given the privilege of caring for their private patients 
in the hospital, and every courtesy and facility of the hospital should freely 
be accorded them. However, they should faithfully abide by the rules 
and regulations of the hospital. 

The organization of the medical staff in a hospital in our larger cities 
need not vary much from the organization of the staff in a hospital in a 
community of one hundred thousand unless that hospital is connected with 
a medical school. In that case the question of the closed staff is brought 
into the organization. The closed staff, with certain reservations, seems to 
be best adapted for the hospital providing clinical material for medical 
students because the staff can then be limited to physicians who in addition 
to their medical ability are selected because of their ability in research and 
as instructors. The general tendency in such hospitals at present is to 
grant a limited number of “courtesy appointments” to the most capable 
specialists who are not on the staff. This stimulates a more kindly feeling 
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toward the hospital by members of the medical profession, who realize 
that the door of a teaching hospital cannot be opened as widely as those 
of a non-teaching institution but have a decided feeling that a hospital 
which is a community institution should not bar all members of the medical 
profession who are not fortunate enough to be on the staff. 

The staff of a teaching hospital should certainly be organized on a de- 
partmental basis with a chief for each major branch. The departmental 
heads should hold regular meetings to decide matters in which more than 
one department is interested. The hospital superintendent should repre- 
sent the hospital at such meetings, and through him recommendations 
should be made to the managing board. The staff as a whole should be 
organized for its regular clinical meetings. 

Every hospital is compelled to work out the details of its staff's organi- 
zation, since no set scheme will meet all conditions. The primary con- 
sideration in developing the organization is the patient and how best to 
serve him. To secure this, loyalty to the hospital and to one’s chiefs is 
essential. Without such co-operation any organization will be useless. 


pare) Caen 


COLONEL THOMAS F. DAWKINS GOES TO PHYSICIANS’ 
HOSPITAL, PLATTSBURG 
Colonel Thomas F. Dawkins, who has given his attention to hospital 
administration since his discharge from service during the World War, 
has accepted the superintendency of Physicians’ Hospital, Plattsburg, New 
York. This hospital, recently constructed and heavily endowed, is one of 
the best institutions in that portion of the state. 


Colonel Dawkins was formerly superintendent of the Park East and 
Park West Hospital, New York City. 
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CONTAGIOUS DISEASE IN A GENERAL 
HOSPITAL’ 


By F. G. Carter, M.D. 
Superintendent, Ancker Hospital, St. Paul, Minnesota 


HAVE BEEN ASKED to open the discussion of the question “What is the 

best method of handling the problem of contagious disease in a gen- 

eral hospital?” This subject is large enough to warrant consideration 
from many angles, but in this gathering we are most concerned with the 
administrative phases, 

All hospitals are at one time or another confronted with this problem. 
The rule which closes the doors against contagious diseases fails in its 
purpose even if rigidly enforced. Patients may be admitted with erroneous 
diagnosis; a visitor suffering from a mild attack of a contagious disease 
may impart that disease to the patient whom he visits; an individual en- 
tering the hospital for treatment for another malady may be incubating 
a contagious disease. Contaminated food is sometimes a source of infec- 
tion. There may be a “carrier’”’ among the personnel. All of these ex- 
periences in disease transmission are common, and numerous others might 
be cited, but to no purpose. The modes of entrance are so devious and so 
insidious that it is impossible to exclude contagious disease. 

Faced with this conclusion, it seems obvious that the only alternative 
in the solution of the problem is the application of accepted methods of 
combating the dissemination of such diseases. We are all familiar with 


‘ 


the accepted methods of immunization against certain of these condi- 
tions. We all understand the importance of early recognition of con- 
tagious disease. We have all seen the efficacy of medical aseptic technique 
demonstrated time and time again. These are the primary factors in 
contagious disease control and until they are wholeheartedly accepted and 
given the recognition which they merit, contagious diseases will continue 
to be a problem in our hospitals. 

Little need be said about the value of immunization methods except 
that such measures should be encouraged at all times. The point should 
be stressed that their purposes are best achieved when they are employed 
before exposure has taken place. 

Thorough, well informed, alert clinicians should have no difficulty in 
recognizing symptoms suggestive of the onset of contagious disease. Ac- 
curate diagnosis may be difficult, but classification is usually simple. If 
such symptoms aren’t discovered, they probably aren’t looked for. Con- 
stant search is necessary. A daily round by the medical superintendent 


1Read before the American Hospital Association, New Orleans, October, 1930. 
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or a capable assistant, in which all cases admitted during the preceding 
twenty-four hours are seen, is tremendously worthwhile from this stand- 
point alone. Throat cultures on admission are of particular importance 
in these days when diphtheria carriers are more numerous. The im- 
portance of physical examination on admission cannot be over-emphasized. 
If properly instructed, the receiving room physician, the nurse, the intern, 
and the resident, as well as the staff man and the superintendent, will help 
materially in filtering out contagious diseases. Immediate isolation for 
all cases of a suspicious nature is mandatory. 


Proper isolation is, in my opinion, the storm center of most of our 
difficulties. Medical aseptic technique is expensive to maintain and re- 
quires close, constant, competent supervision. If it is to be worthwhile, 
there can be no compromise in its application. Scrupulous observation 
of such technique is irksome and distasteful to those not accustomed to 
its use and without eternal vigilance lapses in its employment are fre- 
quent. Generally speaking, there is too much of the “take a chance” 
attitude toward medical asepsis, too much gambling with results. On the 
‘other hand, penalties for violation of principles of medical asepsis are 
at least as great as those imposed for violation of the principles of sur- 
gical asepsis. 

No hospital administrator would think of turning over the conduct 
of his operating rooms to a supervisor who had not had special training 
and experience in that particular type of work. How many of our hos- 
pitals recognize the importance of medical asepsis by employing a super- 
visor or supervisors with. special training and experience in the applica- 
tion of principles of medical asepsis to direct the work of proper isola- 
tion? We set aside one or more rooms in each of our hospitals as a 
sort of headquarters for the practice of surgical technique. From this 
center trained workers, or workers in training, go out to all parts of the 
hospital to faithfully carry out principles of asepsis in connection with 
the various surgical procedures undertaken outside of the operating rooms. 
Their efforts at any one time are directed largely toward the protection 
and safety of a single patient. The reasoning which makes such pre- 
cautions logical for the surgical patient should demand safeguards of 
equal and like character for the greater number of patients who might 
be affected by the dissemination of contagious disease. The majority 
interest is certainly entitled to consideration at least equal to that ac- 
corded the individual patient. Such protection may be given through the 
use of an unfaltering medical aseptic technique which establishes an im- 
aginary barrier about a patient requiring isolation and permits only un- 
contaminated articles to cross this barrier to or from that point. Such 
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isolation technique may be carried out anywhere, but for numerous rea- 
sons I believe that it is wise to segregate a few rooms in each hospital 
for isolation purposes. All cases about whom there is a suspicion of 
communicable disease would then be housed in that particular section. 
For some peculiar psychological reason those responsible for the main- 
tenance of the technique seem to be more alive to their responsibilities 
under such conditions. Such segregated section could be made sufficiently 
flexible to meet all requirements of the management of the hospital. Pro- 
vision for expansion and contraction of the size of this unit need not be 
at all difficult from the construction standpoint. 
In this brief presentation I have attempted to make several points clear : 
1. It is impossible to exclude contagious disease from general hos- 
pitals. 
2. The only alternative is to apply accepted methods of combating 
the dissemination of such diseases. 
Such methods are: 
(a) Emphasis on the value of immunization methods. 
(b) Early recognition of symptoms suggestive of contagious dis- 
ease, with isolation of the cases in question. 
(c) Proper emphasis on the value of medical aseptic technique 
through the employment of a supervisor or supervisors especially 
trained in the methods of medical asepsis. 


—— --@ @ @----—— 
THE COVER 


The illustration on this issue’s cover is one of the memorial windows at 
the Toronto General Hospital, Toronto, Canada. 
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LEGISLATIVE ACTIVITIES 


By E. T. Otsen, M.D. 
Chairman, Legislative Committee, American Hospital Association 
Receiving Hospital, Detroit 
HE LEGISLATIVE bodies of a majority of the states are in session 
this year. In practically every state one or more measures have 
been introduced which affect hospitals directly or indirectly. 

Hospital administrators and members of boards of trustees are urged 
to scan carefully all proposed legislation and to take such action as may 
be necessary to protect and advance the interests of hospitals in their 
efforts to care for the sick. 

The legislative committee desires to be of assistance to all hospitals. It 
desires to be advised of proposed legislation and would be glad to have 
copies of all bills introduced in any state which affect hospitals. 

The list appended hereto contains some of the bills introduced and, 
while incomplete, illustrates the necessity for close scrutiny of all legisla- 
tion. Copies of some of these bills have been obtained and are on file 
in the office of the executive secretary. Members of the American 
Hospital Association in the states named have been advised regarding the 
bills mentioned. 

The Legislative Committee acknowledges its indebtedness to The 
Journal of the American Medical Association and to the co-operation of 
the members of the American Hospital Association for the information 
assembled. 

ARIZONA 

HB-23 Regulates the sale, dispensing, and prescribing of narcotics, 

including mescal button, Indian hemp, and mariahuana. 

HB-122 Authorizes the establishment, maintenance, and operation of 

hospitals for the care of persons suffering from general dis- 
eases, by counties and counties and cities jointly. 

HB-36 Authorizes the creation, operation, and maintenance of hos- 

pital districts and district hospitals therein. 

HB-133 Amends the Medical Protective Act. 

ARKANSAS 
H-357 Requires physicians to respond to all calls for service. If 
patient is unable to pay, physicians will be allowed a reason- 
able fee, payable from county funds. 

S-374 Regulates the prescribing of intoxicating liquor. 

CALIFORNIA 

H-266 

A-1501{ 


Relate to the prescribing of medicinal liquors. 
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CALIFORNIA (Cont'd) 

S-175 Creates a commissioner of medical and hospital service com- 
panies; and to regulate and provide for the supervision and 
licensing of medical and hospital service companies. 

S-358 Amends the Narcotic Act. 

A-1148 Creates a fharcotic control board. 

A-1147 Provides for the establishment of a narcotic hospital. 

S-463 Requires one year’s training in an approved hospital as addi- 
tional qualification for licensure. 

COLORADO 

H-78 Requires all hospitals to be licensed by state board of health. 

H-403 Requires the use of prophylactic in the eyes of all infants 
within one hour of birth. 

CONNECTICUT 
HB-414 Bills regarding private institutions for the care of the men- 
415 tally deficient. 

SB-444 A bill concerning state aid to charitable institutions, hospitals, 
and homes for the aged caring for chronic and incurable 
patients requiring skilled medical treatment. 

SB-116 Provides for a lien for hospitals on awards for injuries re- 
ceived in accidents. 

SB-22 Provides for responsibility of drivers or owners of motor 
vehicles for damages caused by operation of vehicles. 

SB-37 Provides that any patient leaving a hospital without paying 
for care and treatment received or without notice shall be 
guilty of fraud. 

HB-376 Amends statute regulating practice of pharmacy and sale of 
drugs by prohibiting the sale of all preparations of barbituric 
acid except by registered pharmacists upon the prescription 
of a licensed physician. 

SB-333 Amends laws for licensing of hospitals by adding hospitals 
maintained by religious or fraternal organizations to those 
exempt from provisions of law. 

Statute provides that employer shall be liable to. hospital for care of 

injured employees at prevailing rates in community and for the amount 

it actually costs the hospital to render the service. 

Statute provides for a lien in favor of hospitals against all proceeds of 

accident and liability policies. 

H-414 — Regulates private hospitals for the mentally deficient. 

S-212 Amends Nursing Act. 

S-444 Authorizes state to pay charitable institutions not receiving 
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CONNECTICUT (Cont’d) 


e 


S-127 
H-415 


H-897 
DELAWARE 

S-43 

H-169 


ILLINOIS 
SB-68 


SB-121 


HB-311 
HB-182 


HB-192 


H-203 
INDIANA 
HB-219 


HB-304 


S-324 


H-478 


H-522 
H-480 


state aid $10 per week for care of poor and indigent patients 
suffering from chronic and incurable diseases. 

Amends law for licensing of hospitals. 

Provides for the annual examination of mentally deficient 
patients detained in state or private institutions. 

Provides a fine for physicians demanding excessive fees for 
professional services. 


Nursing Act. 
Amends Workmen’s Compensation Act by fixing cost of 
medical, surgical, and hospital service at not to exceed $150. 


Provides for special examination for nurses to qualify as pub- 
lic health nurses and for the establishment of a special 
register for such nurses, and provides that communities desir- 
ing to employ such nurses must obtain them from this 
register. 

Woman’s Eight Hour Bill provides for eight-hour day for 
women. Exempts nurses but not other hospital employees. 
Amendment to the Coroner’s Act. 

A six-day working week bill. Does not specially exempt 
hospital employees. 

Amends act in regard to administration of estates by advanc- 
ing physicians’ bills in last illness from third to first class 
claims. 

Exempts practicing nurses from jury service. 


Provides for a lien for hospitals, doctors, nurses, and under- 
takers on sums awarded in claims for damages for injuries 
incurred in accidents. 
Provides for the sterilization of criminals under the direction 
of the prison wardens. 
Prohibits employment of nurses in hospitals more than eight 
hours. 
Authorizes cities of from 104,000 to 112,000 population to 
make appropriations to certain types of hospitals located 
therein. 
Amends Narcotic Act. 
Restricts maintenance of contagious disease hospitals in 
proximity to schools. 
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Iowa 
H-128 An act to provide for liens in favor of hospitals furnishing 
care, treatment, and maintenance for persons injured in 
accidents. 
An act to provide for the licensing and inspection of hos- 
pitals maintained for a pecuniary consideration. 
S-56 Provides for autopsies by coroner in certain cases. 
KANSAS 
H-315 Provides for reduced rates for public utilities furnished to 
hospitals. 
H-26 Amends Workmen’s Compensation Act. 
H-524 Authorizes schools to employ one or more nurses. 
H-582 Authorizes certain rural high school boards to employ a nurse. 
MAINE 
H-970 ‘Provides for a lien in favor of hospitals, physicians, and 
nurses upon all awards or settlements of claims for damages 
for personal injuries incurred in accidents. 
H-408 Provides for state aid for hospitals. 
MARYLAND 
H-168 Provides for exemption for hospitals, asylums, and other 
charitable and benevolent institutions from payment of spe- 
cial assessments for opening, grading, and paving of streets. 
MASSACHUSETTS 
H-83 Provides for department of public health to treat rheumatism. 
H-997 _ Provides that surgeons must obtain consent to remove organs 
in operations. 
H-1069 Provides a penalty for obtaining medical treatment under 
false pretense. 
H-288 Relative to a department of public medicine and health. 
H-167 Provides for the dissemination of information regarding 
cancer. 
H-592 Requires applicants for registration as nurses to be residents 
of the United States. 
H-494 Provides for a lien for hospitals against settlements for dam- 
ages in personal injury cases. 
MINNESOTA 
HF-81 Provides for the construction and maintenance of a psy- 
chopathic hospital in connection with the Minnesota General 
Hospital. 
SF-436 Authorizes cities of the fourth class to construct, maintain, 


and operate hospitals. 
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MICHIGAN 
S-7 
H-85 


H-65 


MIssourRI 
H-220 
H-225 
H-113 
H-145 
H-584 


H-426 


H-403 


S-308 


MONTANA 
H-254 
H-102 

NEBRASKA 
S-183 
S-203 


S-217 


NEVADA 
A-90 


Amends Nursing Act. 

Establishes state tuberculosis sanatoriums in northern Mich- 
igan. 

Requires registration and supervision of clinical laboratories. 


Authorizes banks to practice medicine. 

Provides for licensing of hospitals. 

Provides for state supervision of hospitals. 

Provides for regulation of hospitals. 

Requires employees in hotels, restaurants, cafés, and lunch 
rooms to undergo physical examinations at least once in six 
months to indicate freedom from contagious, infectious, or 
chronic diseases. 

Proposes to establish hospitals for inmates of Missouri 
prisons suffering from tuberculosis or lingering diseases. 
Amends Workmen’s Compensation Act—medical and_ hos- 
pital care for ninety days and not to exceed $750. 
Proposes to repeal the Workmen’s Compensation Act. 


Amends Workmen’s Compensation Act. 
Provides for lien in favor of physicians, nurses, or hospitals 
in accident cases. 


Prohibits use of x-ray machines by any except licensed prac- 
titioners of medicine, surgery, osteopathy, chiropractic, den- 
tistry, optometry, or chiropody, or under their supervision. 
Amends Workmen’s Compensation Act regarding occupa- 
tional diseases. 

Amends Workmen’s Compensation Act by establishing a 
schedule of medical, surgical, and hospital fees. 


Narcotic Act. 


NEw HAMPSHIRE 


HB-168 


HB-115 
HB-187 


Provides for the joint appointment, by neighboring towns, 
of health .officers and the joint establishment of hospitals, 
clinics, or health centers. 

Regulates the sale of drugs. 

Amends the Workmen’s Compensation Act in regard to 
medical and hospital service. 
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New HampPsuire (Cont'd) 


H-63 


Provides for a lien in favor of hospitals in awards or settle- 
ments for damages in accident cases. 


NEW JERSEY 


A-105 


A-101 


A-63 


S-63 


-A-104 


A-161 
New York 

A-143 

A-495 


A-435 
5-86 


An act to permit the merger or consolidation of hospitals or 


similar institutions. This bill permits the merger of hospitals 
supported by private charity. Its purpose is to enable such 
institutions better to meet the increasing demand for hos- 
pitalization and free service; to effect economies in hos- 
pitalization by the avoidance of duplication of plant and 
equipment, to meet the increasing costs of hospital service ; 
to centralize; to co-ordinate and raise the standards of hos- 
pital treatment and practice; and to promote the extension of 
clinical and out-patient service. 

Amendment to Workmen’s Compensation Act. Makes cer- 
tain occupational diseases subject to compensation. 

Amends Hospital Lien Act by providing for discharge of leis 
after payment of hospital bill for injuries received in auto- 
mobile accidents. 

Amends Workmen’s Compensation Act by defining what 
shall constitute a compensible hernia. 

Companion bill to A-105. This bill will permit hospitals and 
similar institutions to effect similar benefits and advantages 
through joint use of hospital plant, equipment, and facilities, 
as set forth in A-105, without a legal merger. 

Amends Hospital Lien Act to include all hospitals. 


Antivivisection bill. Prohibits experiments upon a living dog. 
Amends Workmen’s Compensation Act by providing that in- 
jured employee may provide himself with medical, surgical, 
hospital, or nursing attendance and be reimbursed at expense 
of employer under certain conditions. 

Prohibits patients from obtaining habit-forming drugs from 
one physician while under the care of another physician. 
Amends Workmen’s Compensation Act by providing that 
occupational disease arising out of employment shall be com- 
pensible under certain conditions. 

Provides for the licensing of physiotherapists. 

Prohibits the mixing of babies in hospitals and provides 
specific precautions for identification. 
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New York (Cont'd) 


Amends medicinal liquor law by providing for the regulation 
of the prescribing, sale, and dispensing of liquors for medic- 
inal purposes. 

Amends Workmen’s Compensation Act regarding occupa- 
tional diseases. 

Provides for the establishment of an institution for the train- 
ing of mental defectives. 

Provides for the determination and certification of psychia- 
trists. 

Provides for finger prints of mother and foot prints of child 
on birth certificates. 


New York City—Amendment to City Code providing for the registra- 


tion and licensing of blood donors and blood donor agencies. 

Amends Workmen’s Compensation Act to include “any and 
all disabling diseases” in “any and all employments.” 

Amends Workmen’s Compensation Act as to occupational 
diseases. 

Amends Workmen’s Compensation Act. 

Provides that no hospital supported wholly or in part at public 
expense shall charge any fee for medical services rendered 
while operating a clinic to which the public is invited and 
that every such service rendered shall be without charge to 
the patient. 

Amends Workmen’s Compensation Act to allow employee to 
select his own physician. 

Requires certain hospitals to be equipped with fire alarm 
boxes. 


New Mexico 


Regulates the manufacture, sale, possession, use, control, and 
disposal of narcotic drugs. 


NortTH CAROLINA 


S-117 


Amends Nursing Act. 


NortH DAKOTA 


H-76 
H-86 
S-143 
S-214 


Provides for a board of physiotherapists. 

Antivivisection Act. 

Prohibits hospitals from debarring cults. 

Makes it a misdemeanor for anyone to experiment or operate 
on a living dog for any purpose except to cure or heal the 
animal. 
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OHIO 
HB-140 Authorizes the state commissioner of motor vehicles to pay 
hospitals for the care of indigent persons treated for motor 
vehicle injuries on the basis of the hospital per diem cost, 
said bills to be paid from “state maintenance and repair fund.” 


S-186 Amends Workmen’s Compensation Act regarding occupa- 
tional diseases. 
S-247 Limits quantity of alcoholic liquor which may be prescribed 


by physicians. 
OKLAHOMA 
HB-64 Provides for the sterilization of patients in hospitals for in- 
sane on recommendation of superintendent of hospitals. 
HB-34 Provides for free medical service. 
S-127 Amends Narcotic Act. 
H-51 Proposes to fix rate which physicians may charge for pro- 
fessional calls. 
OREGON 
HB-400 Provides that hospitals shall be entitled to a lien for hospitali- 
zation upon sums awarded for damages in accident cases. This 
bill passed. A similar bill (HB-202) containing a provision 
to protect physicians failed to pass. 
SB-54 Regulates the prescribing and sale of preparations of. bar- 
bituric acid. 


SB-53 Regulates the prescribing and sale of narcotics and mariahuana. 

SJ-R No. 12 Creates a narcotic hospital commission. 

S-252 Provides that all hospitals supported in whole or in part by 
public revenue or exempt from taxation must admit all cults. 

S-251 Amends Workmen’s Compensation Act to allow employee to 


select his own physician. 
S-173 Amends Narcotic Act. 
PENNSYLVANIA 
S-117 Authorizes counties to erect and maintain joint hospitals. 
H-580 Amends Workmen’s Compensation Act as to hernia. 


SOUTH CAROLINA 
SB-22 Provides for free venereal disease clinic. 
SoutH DaKotTa 
H-42 Amends Workmen’s Compensation Act by increasing amount 
for which employer shall be liable, on account of medical and 
hospital care, to $200; in exceptional cases the industrial com- 
mission may authorize not to exceed $100 additional. 
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SoutH Daxora (Cont'd) 


H-160 Amends Workmen’s Compensation Act relative to hernia. 
H-239 Prohibits physicians from charging more than twenty-five 
cents per mile on professional calls. 
H-178 Amends Nursing Act. 
TENNESSEE 
H-73 and 
S-87 Provides for settlement of bills for medical attendance in last 
illness as preferred claims in administration of estates. 
HB-514 Provides for lien in favor of physicians, hospitals, and nurses 
against awards or settlements of claims for injuries incurred 
in accident cases. 
TEXAS 
SB-78 — Regulates sale of drugs. 
H-133 — Sterilization Act. 
H-334 Nursing Act. 
H-692 Authorizes the establishment of a tuberculosis sanitarium for 
negroes. 
S-182 Provides for a lien in favor of hospitals on settlements for 
injuries incurred in accidents. 
S-247 Proposes to establish an institution for crippled negro children. 
H-309 Provides for new state hospital for care of the insane. 
S-171 New Narcotic Act. 
UtTaH 
S-48 Provides for lien in favor of hospitals against all settlements 
for damages in personal injury cases. 
H-100 Amends Nursing Act. 
WASHINGTON 
SB-68 Regarding suits for malpractice. 
SB-95 Narcotic Act. 
H-45 Amends Workmen’s Compensation Act. 
H-84 Regulates physiotherapists. 
H-79 Requires hespitals to admit cults. 
S-96 Amends Workmen’s Compensation Act. 
S-177 Authorizes the construction of a hospital for drug addicts. 
S-186 Amends Nursing Act. . 


WEST VIRGINIA 


H-165 


Provides exemption from taxes for hospitals. 
Provides penalty for defaulting hospital bills. 
Amends Workmen’s, Compensation Act to make employer 
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West Vircinta (Cont'd) 


S-105 


WISCONSIN 
SB-58 


A-39 
WYOMING 

S-49 

H-187 


liable for medical, surgical, dental, and hospital treatment in 
an amount not to exceed $800. 

Prohibits the sale of preparations of. barbituric acid except on 
written prescription of physician. 

Provides for grievance committee under Medical Practice 
Act. 


Amends Workmen’s Compensation Act relative to hernia. 


Provides new Pharmacy Act. 
Provides for the admission of cults to hospitals supported in 
whole or in part from public revenue. 


—_--+¢ © ¢—___ 


THE METROPOLITAN LIFE INSURANCE COMPANY’S 


INTEREST IN HOSPITAL DAY 


Dr. Lee K. Frankel, second vice-president, Metropolitan Life Insurance 


Company, New York City, has advised the National Hospital Day Com- 


mittee that a pamphlet on the life of Florence Nightingale is available for 


distribution 


to hospitals interested. The company also has available a 


picture strip on the life of Florence Nightingale suitable for showing in 


different types of machines, and will send a copy of this strip to any 


hospital equipped to show it, along with copies of the booklets. 
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NATIONAL HOSPITAL DAY, 1931 


INCE ITS INCEPTION ten years ago the National Hospital Day move- 
S ment has grown to marvelous proportions. This, its tenth anni- 

versary, will witness a continent-wide observance of the day. Hos- 
pitals from Alaska to Panama are arranging for its proper observance. 
The American Hospital Association through its National Hospital Day 
Committee, of which Mr. Matthew O. Foley is chairman, has succeeded 
in stimulating a universal interest, on the part both of our institutions 
and of the public in the commemoration of Hospital Day. 

During the ten. years since Hospital Day has become a national in- 
stitution the people have come into closer acquaintanceship with their hos- 
pitals, have shown a more material interest in their advancement, and 
have given more generously to their support than ever before. This year, 
through the means of magazine articles, newspapers, and the use of the 
radio, the Association’s National Hospital Day Committee will bring 
more than seventy-five million people on this continent into a closer knowl- 


_ edge of the benefits which they derive from our hospitals. The hospitals 


themselves will on National Hospital Day, and during that week, make 
intimate personal contact with ten million or more visitors, many of whom 
will have their first intimate knowledge of the work which our hospitals 
accomplish for their welfare. 

One man intimately connected with radio broadcasting recently said, 
in reference to the arrangements which the National Hospital Day Com- 
mittee has made, that this year Hospital Day will experience “the great- 
est amount of radio publicity ever given any similar movement, outside 
of that given the American Red Cross. More than twenty different na- 
tional advertisers and users of radio will make one or more announce- 
ments of National Hospital Day on national and continental hook-ups, 
ranging from twenty-one to forty-seven stations, including all of the im- 
portant ones in the United States as well as in Canada. 

Miss Veronica Miller, superintendent of Henrotin Hospital, Chicago, 
has been co-operating with the National Hospital Day Committee in ar- 
ranging for radio publicity, and announces that the Columbia Broadcasting 
System and the National Broadcasting Company will each make an- 
nouncements daily for three or four days before May 12, calling atten- 
tion to “open house” which the hospitals throughout the continent will 
hold on May 12, as well as other important features upon the hospitals’ 
programs. 

Among the important programs referring to Hospital Day will be: 


April 7, 10:15 a. M. central standard time. Reference to National 
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Hospital Day in Pebeco program of Lehn & Fink over twenty-one stations 
of Columbia Broadcasting System. 

April 19, 9:30 p.m. Floyd Gibbons’ program of Libbey-Owens-Ford 
Glass Company over the chain of the National Broadcasting Company. 

May 5, 9 p.M. central standard time. Graybar Electric Company over 
forty-seven stations of the Columbia Broadcasting System. 

May 6, 9 a.M. central standard time. Morning program of Libby, Mc- 
Neil, and Libby over National Broadcasting Company network (twenty- 
nine stations). 

May 10, 7 P.M. central standard time. Dr. Howard W. Haggard program 
for the Eastman Kodak Company over the Columbia Broadcasting Com- 
pany (forty-nine stations). 

May 11, 7:45 a.M. central standard time. The Old Dutch Girl program, 
Cudahy Packing Company, over thirty-four stations in the United States 
and through the Toronto and Montreal hook-ups. 

May 11, 6:30 P.M. central standard time. Forhan Company program 
over Columbia Broadcasting System over forty-two stations. 
May 11, evening. Dominion-wide broadcast across Canada will refer 
National Hospital Day. 

May 11, evening. Amos and Andy program, Pepsodent Company, over 
the National Broadcasting Company system (forty-two stations). 

May 12, 3:30 p.m. central standard time. The Rinso talkie over Na- 
tional Broadcasting Company System (twenty-one stations). Sponsored 
by Lever Brothers. 


t 


May 12, 6 p.m central standard time. Special sketch on life of Florence 
Nightingale in honor of National Hospital Day. The Iodent Club of 
the Air, National Broadcasting Company network (twenty-one stations). 
Sponsored by the Iodent Company. 

May 12, 7 p.m. central standard time. National Hospital Day in the 
McKesson Musical Magazine program, National Broadcasting Company. 
Sponsored by McKesson and Robbins. 

In addition to these broadcasts the Lucky Strike Hour, Clara, Lu ’n Em 
program, and The Three Doctors will feature National Hospital Day in 
their radio broadcasts. 

In addition to the national hook-ups hospital executives in different cities 
throughout the continent will broadcast addresses in commemoration of 
the day. 

The National Hospital Day Committee has distributed more than five 
thousand leaflets containing suggestions for programs for the day’s ob- 
servance. In addition the British Columbia-Ontario Aids Association has 
distributed its own material. One newspaper advertising service furnished 
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illustrations and texts to four thousand newspapers in smaller cities 
throughout the United States and Canada, having developed a series of 
advertisements on National Hospital Day and hospitals and sent them to 
its clients. 

Hospitals generally should take advantage of this widespread interest 
and publicity to make available appropriate programs in their institutions, to 
invite and receive the public, and to create a larger interest in our institu- 
tions and a better understanding of their operation. 


——-#@@—- -— 


THE POST OFFICE DEPARTMENT ISSUES A FRAUD ORDER 
AGAINST THE CONVENTION REPORTING COMPANY 

According to Associated Press dispatches under date of March 23, the 
post office department issued a fraud order against the Convention Re- 
porting Company in New York on the ground that this concern distributed 
unwanted transcripts of convention proceedings. The department said that 
persons attending conventions oftentimes unknowingly signed slips that 
pledged them to purchase transcripts at thirty-five cents a page and some- 
times totalling several hundred dollars. Joseph A. Smith, the order said, 
was manager of this concern. 

The Convention Reporting Company was the concern at whose instiga- 
tion several delegates and visitors to the International Hospital Congress 
in Atlantic City in 1929 signed slips authorizing the delivery of copies of 
the transcript of the proceedings at thirty-five cents a page. When these 
transcripts were delivered several hundred pages of material had been 
incorporated, including the list of delegates and visitors to the Congress 
and copies of the reports which had been printed, the whole totalling in 
the neighborhood of eight hundred pages. No explanation was made by 
the Convention Reporting Company concerning what the final cost of 
this transcript would be and many of the people who signed these orders 
signed them under the impression that they were registering as delegates 
or visitors to the Congress. The Convention Reporting Company sued 
upon several of these so-called orders and in some instances succeeded 
in making collections through the courts or accepted compromise ‘pay- 
ments in settlement of the amount claimed by it. When the matter was 
brought to the attention of the post office department, the department issued 
a fraud order against the concern. 
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MEETING THE DEPRESSION' 


By Katurine M. Appet, R.N. 


Superintendent, Beaumont General Hospital, Beaumont, Texas 


S SUPERINTENDENT of a new hospital little more than two years 

old, privately owned, with a newly organized nursing school, and a 

new organization, we met the depression “head on’? many months 
ago. From then until now the countless problems which it brought with it 
have consumed our time, our thoughts, and our patience—not to say 
lessened our patients. 

I am fully convinced that the depression is double-barreled, if I may 
use the expression, in its effect upon the hospitals. At least two funda- 
mental problems are presented by it—the one financial and the other what 
might appropriately be termed moral and spiritual. The hospital is in its 
very nature a community institution owing certain important obligations 
to the public. And this is so, irrespective of whether it be publicly or 
privately owned. The private business in times of financial stress may 
lessen its force greatly, operate part time only, or close down altogether. 
Not so the hospital. It is expected to carry on, no matter what the loss. 
Its efficiency must not be lowered. The sick must be cared for. In this 
way the hospitals are being called upon to-day to make very real and 
very substantial contribution toward relieving the distress produced by 
the depression. 

It is estimated that six hundred thousand persons are employed in nor- 
mal times by the hospitals of the United States in the care of the sick. 
[ dare say that fewer of them are unemployed to-day than any other 
class of workers of similar number. 

Our financial problem is, of course, very pressing and very real. One 
result of the depression has been an increase in the per patient cost of 
hospital operation. This has persisted in spite of some reduction in the 
cost of hospital supplies. The increased per capita cost is due to several 
factors. The first of these is a decidedly lower bed occupancy than in 
normal times. Relatively few people are taking hospital treatment and 
there is a noticeable tendency upon the part of those who do enter the 
hospital to leave it at the earliest time possible. There is also a distinct 
falling off in the proportion of moderate priced and high priced rooms 
taken by those who do enter the hospital, and also a very noticeable falling 
off in surgical cases. | think it safe to say that within the past year there 
has been an average reduction of 50 or 60 per cent in the number of 
surgical cases. It is difficult to determine, of course, with certainty, the 
cause or causes of this, but it is no doubt due in a very large way to the 


1Read before the Texas Hospital Association, Galveston, March 14, 1931. 
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tendency of the public to cut down expenses. Many persons who formerly 
would have taken the hospital treatment, are now satisfied to remain in 
their homes under the care of a physician, and those who normally upon 
entering the hospital would have taken a high priced or moderate priced 
room now take a cheaper room, and it is probable that many are delay- 
ing surgical treatment because of the lack of funds with which to pay for 
it. But whatever the cause, the result has been a decided lessening of 
revenue to the hospital, a reduction which it has been impossible to meet 
completely by reduction of the cost of hospital operation. I do not pretend 
that we have solved this problem of finance. We have, however, tried 
several expedients which have been helpful and which may possibly be 
of interest. Anyway, I shall pass them on to you for whatever they may 
be worth. 

It was obvious from the beginning, of course, that overhead expenses 
had to be reduced. We began by doing what almost every other business 
institution did—we cut the salaries of employees. The salary of each 
employee, from superintendent down, was cut on exactly the same per- 


centage basis. This, of course, did not affect the student nurses. There 


was also a reduction in the number of employees and a shifting and re- 
arranging of duties. By studying the problem and working toward a 
maximum efficiency basis, we found it possible to dispense with employees 
whom we had formerly thought indispensable. It is gratifying to us who 
are responsible for the character of service rendered by the hospitals that 
the same satisfactory service to the patient has been carried on within our 
institutions. In spite of the little change in the unit cost of supplies, ma- 
terials, meals, etc., we have been enabled by careful planning to carry on. 
It is hard going of course, due to lessened revenue, lower bed occupancy, 
inability to keep the moderate and higher priced rooms occupied, and, 
above all, the inability of patients to pay. This is a real problem which 
taxes all our care, skill, and ingenuity and keeps us awake nights. I find 
one source of comfort, however. The very necessity of the situation has 
compelled us to increase our efficiency of operation, devise ways and 
means to render the same satisfactory and high class service for less 
money. I find too that the patients who are not able to pay show a greater 
spirit of co-operation than in normal times. They are almost invariably 
ready and willing to co-operate with the business manager in devising 
a plan of partial payments to take care of their bills and try to live up 
to it, if the business manager displays tact, skill, and persistence in han- 
dling the situation. 

One of the inevitable consequences of the financial stringency of the 
times has been a tendency to break down the morale of the public, as 
well as of our hospital organizations themselves, for with the financial 
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depression there has been a greater depression of body, mind, and soul. 
The outlook has been and is gloomy. This is noticeable among the 
patients who come into the hospitals. That the gloomy financial outlook 
inevitably and vitally affects the patient is evident. One of our first duties 
is to administer to this patient problem. The first and greatest relief 
along that line is to work out with the patient an acceptable way, within 
his means, of meeting his obligation to the hospital. This requires, of 
course, the skill, care, and sympathy of the business manager. 

But another side of the moral and spiritual effect of the depression 
has been its effect upon the hospital organizations themselves. At first 
the inevitable changes, cutting of salaries, and reduction of personnel 
precipitated a spirit of uncertainty and fear which it was necessary to 
meet and overcome. Confidence had to be re-established, efficiency in- 
creased, and a more confident and sympathetic outlook developed among 
the employees. Several expedients suggested themselves. In our case 
we established a requirement that the various departmental heads visit 
all social welfare and social service meetings held in the city, and in that 
way they acquired a broader outlook, they came to see the problems of 
the community and to realize that the depression was very real and very 
general. The student personnel, too, with their supervisors in charge, made 
visits to the homes of the more needy and distressed and learned first 
hand of the conditions. This had a very fine effect upon the entire 


organization. 


For instance, it was decided last Christmas that all giving among the 
personnel of our organization would be dispensed with and a fund pro- 
vided by the same for relief work. Everyone, student nurses included, 
entered heartily into the plan. The students and their supervisors made 
visits to the homes of the city and learned of the needs. They provided 
a Christmas tree at the hospital and there were as many gifts for the 
needy as the funds available would allow. This was a source of real joy 
and pleasure to the entire force. The spirit of sacrifice and service thus 
developed was again shown by our student nurses when they abandoned 
a plan to issue an annual, and took the funds which had been provided 
for it to purchase books for a hospital library. 

There has developed among us a spirit of helpful service, a certain 
feeling that we are helping to solve a great problem, a discovery that 
“the vintage of wisdom is to know that rest is rust and that real life is 
in love, laughter, and work.” We are seeking for new avenues of public 
service and public contact. In spite of the trials that we have come 
through, the spirit and morale of our business is splendid. There is a 
perfect co-operation, a perfect willingness to work and to serve, which 
springs from the greater understanding and appreciation of the real situa- 
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tion and of the real duties which we owe at this time. There has been 
a benefit to the students themselves. The lessening of personnel has given 
them greater opportunity for nursing experience and added responsibility 
which has greatly stimulated their growth and development, educationally 
and spiritually. There is evident among the students a more thoughtful 
appreciation of the needs of the patients. 


So the depression, even from the standpoint of finance, has not been 
an unmixed calamity. I can see some good in it and to come from it. 
Some of the good things that have been developed for hospital administra- 
tion are seen in a more conservative check, study, and analysis of the 
work of each department. A system which might heretofore have seemed 
all right has been found, under the stress of the situation, to be capable 
of improvement. Weaknesses have been revealed. The less efficient em- 
ployees have given way and departments have been placed in the hands 
of more efficient persons. Some help has been dispensed with because 
fewer patients made their service unnecessary and, further, because the 
employees themselves have developed greater efficiency, performed more 
duties, and become better trained as expert workers. A closer check is 
made on all supplies, central supply rooms, etc. A closer co-operation 
with charitable and social organizations has resulted. Never before have 
the real poor and needy been given so much consideration. This and the 
activity of the hospital in engaging in a larger way in the solution of 
the social problems of the community, broader contacts, and the cultiva- 
tion of sympathy and. understanding will surely result, I think, in a more 
general appreciation of hospitals, the service they render, and their value 
to the community. And thus working together with individuals and 
various social and charitable agencies in solving the many problems of 
the depression will, I think, result in the hospital’s assuming a more vital 
place in the mind and thoughts of the public as an indispensable public 
institution. Many influential people who have never given the matter any 
thought will come to think of the hospital as an institution that safe- 
guards health and lives, ministers to the needs of the sick of the 
entire community, and makes a great contribution in community service to 
preventive and curative medicine and to the educational, moral, and 
spiritual life of the community. 


This broader and more sympathetic appreciation of the hospital and its 
vital place in the life of the community on the part of the public and a 
quickened sense of their obligation and responsibility on the part of the 
hospital personnel will, no doubt, result in great and lasting good to our 
hospitals. At least such is my hope, and if it proves to be true, can we 
not say that it is indeed a great reward for the many trials and tribula- 
tions that the present depression has thrust upon us? 
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THE WESTERN HOSPITAL ASSOCIATION: 
ITS FIELD AND FUTURE 


By G. W. OLson 


President, Western Hospital Association 


HE FOUNDERS of the Western Hospital Association did not lay down 

any very extensive laws to govern its activities (less than five hun- 

dred words), but they did lay down a map which makes it the 
largest in territorial extent of any sectional association in America. 

This map covers one province and twelve states, as follows: British 
Columbia, Arizona, California, Colorado, Idaho, Montana, Nevada, New 
Mexico, Oregon, Texas, Utah, Washington, Wyoming. 

There are in these commonwealths a total of approximately 1,546 hos- 
pitals and sanatoriums, of which 195 are federal and state owned and 
1,351 are municipal or private. The number by states varies from twenty- 
two in Nevada to 443 in California. 

This, then, is the field, and it is one that challenges to activity along 
the line of organization and development. That hospitals in this territory 
are alive to the value of association contacts is evident from the fact that 
164 of them hold institutional membership in the American Hospital 
Association, while the personal memberships number 265. 

The ratio of memberships in the American Hospital Association to 
number of hospitals in this territory compares favorably with any mid- 
western group of states. Why, then, if the American Hospital Associa- 
tion contacts the field of the Western Hospital Association as well as 
any other section of the country, from the standpoint of membership, is the 
Western Hospital Association needed at all? 

A glance at the registration lists of American Hospital Association con- 
ventions answers this question. The 1930 convention was as close to 
Western Hospital Association territory as it can possibly get once every 
ten years, yet the total registration from this territory was only thirty. 
And sixteen of these were from Texas, next door neighbor to the conven- 
tion state. Six of the twelve western states were not represented at all, 
while California, with 443 hospitals, had only six representatives at New 
Orleans. 

Chiefly it is distance—time and cost of travel—that keeps hospital ex- 
ecutives in the western states from attending the great American Hos- 
pital Association meetings. Sixty per cent of the hospitals in these states 
are small hospitals—forty beds or less. They have a limited personnel, 
no one can be spared very long, and expense funds are low. And yet it 


[117] 





LATTES 


ENTE TES 





ay 
3 


LE LT TY 


EER EINE Coty aR aR REAR eS PEE SEARLE, 





THE BULLETIN OF THE AMERICAN HOSPITAL ASSOCIATION 


is these hospitals which need most the benefits to be derived from attend- 
ing hospital conventions. 

The Western Hospital Association does not aim to supplant the Amer- 
ican Hospital Association, but to supplement it. Naturally, we are du- 
plicating some of the work of the American Hospital Association in our 
convention arrangements, with papers, discussions, exhibits, etc. But this 
is not competition; rather, it is in the nature of extension work which 
the American Hospital Association well may sanction and support with 
ultimate profit to itself. We believe that this is the attitude of the greater 
association and we deeply appreciate it. 

What has been said regarding the field of the Western Hospital Asso- 
ciation may be taken as a forecast of its future. Just as surely as these 
states are growing in population and wealth, so will the membership, 
strength, and influence of this association grow. We are a mere child as 
yet, just in our fourth year. Less than 10 per cent of the hospitals in 
our territory have been contacted through membership. <A big task lies 
ahead of us, a typical western task of building and developing. Con- 
sistent progress has been made thus far, but we are still working on the 
foundation. 

The forthcoming 1931 convention of the Western Hospital Associa- 
tion will mark another forward step in the development of the organiza- 
tion. Because of the many outstanding advantages to be gained by close 
co-operation with allied groups, the dates have been set to coincide with 
the Pacific Coast and Mountain States Conference of the American College 
of Surgeons. When Dr. MacEachern advised us that this conference would 
be held in Oakland, which we already had chosen as our convention city, 
on April 23, 24, and 25, we decided at once to hold our Western Hospital 
Association meeting on April 20, 21, 22, and 23. Contact was then made 
with other groups allied with hospital work and contemplating early meet- 
ings. The result is that the California Dieteti¢ Association and the Asso- 
ciation of Record Librarians have already decided to meet simultaneously 
with the Western Hospital Association at Oakland. The associations 
will each be allotted a session on the Western Hospital Association pro- 
gram. Invitations have been extended to the California Occupational 
Therapy Association, the California section of the American Sanatorium 
Association, and the Pacific Coast division of the American Association 
of Hospital Social Workers to hold their meetings at the same time and 
place. 

The presence at our convention of Dr. MacEachern and his staff of 
experts on hospital round table conferences, such as he conducts under 


the auspices of the American College of Surgeons, will prove stimulating 
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and instructive in the highest degree. We have Dr. MacEachern’s assur- 
ance that he will be present and take an active part in our meeting. 

The large attendance which may confidently be expected by reason of 
so many allied groups meeting at the same time and place makes it logical 
that a big commercial exhibit should be arranged. Steps have therefore 
been taken to carry out such a plan. The Oakland Municipal Auditorium 
has been engaged, the exhibit to be held in the great arena, while conven- 
tion sessions will be in the theater and smaller halls. The official convention 
hotel will be The Oakland, a very excellent hostelry of ample capacity. 

Western hospitals have problems peculiar to the West. They serve an 
independent, self-reliant people who want to pay their way as far as 
they are able, but who, because of this habit of self-reliance, are perhaps 
less disposed to think of or provide for the needs of others. Our hospitals, 
therefore, as a rule are poorly endowed. The great majority of them must 
“shift for themselves,” manage their scant revenues to make both ends 
meet. This is not easy in these times of shortened income and lessened 
elasticity of the supply houses’ credit terms. In conferences such as the 
forthcoming Western Hospital Association convention, April 20, 21, 22, 


and 23, these and other problems of vital importance to the hospitals and 
allied activities in community service can and will be profitably studied and 
in many instances solved. 
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The following is a copy of a bill which has been introduced into the 
legislature of one of the southern states. Its enactment will go very far 
in protecting the institutions of that state from loss in accident cases. 


A BILL 
TO BE ENTITLED 
An Act to provide for liens in favor of hospitals and other charitable 
institutions furnishing care, treatment, and other maintenance of per- 
sons injured in accidents; treating or caring for such injured persons 
upon the rights of action, claims, or demands cf such injured persons 
against other persons or corporations for damages on account of 
negligence causing the injuries and upon the proceeds of the settle- 
ments of any such claim or demands. 


Be it enacted by the legislature of the State of 


Section 1.—Every charitable association, corporation, or other institu- 


tion maintaining a hospital in the State of ————, supported in whole 


or in part by private charity, and every county hospital, and city-county 
hospital, shall be entitled to a lien upon any and all rights of action, 
suits, claims, counter-claims, or demands of any person admitted to such 
hospital and receiving treatment, care, and maintenance therein, on ac- 
count of any personal injuries received in any accident as the result of 
negligence of any other person or corporation, which any such injured 
person may or shall have, assert, or maintain against any such other per- 
son or corporation for damages on account of such injuries, for the amount 
of the charges of such hospital for such treatment, care, and maintenance. 

Section 2—The lien of any such hospital shall attach to any verdict, 
report, decision, decree, award, judgment, or final order made or rendered 
in any action or proceeding in any court of record of ———, or any 
public board or bureau, in any suit or action or proceeding brought by 
such injured person, or by the estate of such injured person in case of 
death as a result of such injuries, against any other person or corporation 
for the recovery of damages or compensation on account of injuries re- 
ceived in any such accident, as well as to the proceeds of any settlement 
thereof, or the settlement of any such claim or demand effected by any 
such injured person with any other person or corporation whose negligence 
is claimed or alleged to have been the cause of the said accident or effected 
with any other person or corporation on account thereof. 


Section 3. 





No release of any claim or demand on account of any such 


injuries, or in respect of any such.verdict, report, decision, decree, award, 
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judgment, or final order, made or rendered as hereinbefore mentioned, ex- 
ecuted by any such injured person, or by his or her estate, shall be valid 
or effectual, between the parties thereto or otherwise, unless, prior to the 
execution and delivery thereof, all such charges of any hospital or in- 
stitution shall have been paid in full, or to the extent of the full and true 
consideration paid or given to the injured person by the other party or 
parties to such release named therein, or paid or given by any other per- 
son or corporation in behalf of such other party or parties, and unless such 
release shall also have been executed by the corporation, association, or 
institution maintaining such hospital, and every such verdict, report, deci- 
sion, decree, award, judgment, or final order; provided, that a notice con- 
taining the name of the injured person, the date of the accident, and the 
amount of such hospital charges shall be filed within three months after the 
date of the accident by such corporation, association, or institution in tine 
office of the clerk of the county in which such hospital or institution 1s 
situated. 

Section 4.—Every county clerk shall, at the expense of the county, 
provide a suitable, well bound book, to be called the hospital lien docket, 
in which, upon the filing of any lien claim under the provisions of this 
Act, he shall enter: 

The name of the injured person, the date of the accident, the name of 
the hospital or other institution making the claim, and the amount thereof. 

And the clerk shall make a proper index of the same in the name of the 
injured person; and such clerk shall be entitled to twelve cents for filing 
each claim, and at the rate of eight cents per folio for such entry made 
in the lien docket and six cents for every search in the office for such lien. 


—e or 
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The Hospital Association of Pennsylvania 


The Hospital Association of Pennsylvania met in its tenth annual con- 
ference at the Bellevue Stratford Hotel, Philadelphia, beginning Tuesday, 
March 24, and continuing through Wednesday and Thursday. 

Two hundred hospital people were registered and the program was 
participated in by the leaders of the hospitals in Pennsylvania and in the 
Fast. 

President W. M. Breitinger, superintendent of Reading Hospital, West 
Reading, opened the afternoon session Tuesday and the invocation was 
‘delivered by Dr. George W. Reese, superintendent of the Shamokin State 
Hospital. 

The address in the afternoon was delivered by Dr. Wilmer Krusen, 
former commissioner of health of the City of Philadelphia. His able 
discussion of “Present Day Problems in Hospital Affairs” outlined the 
relationships of the hospital administration and the medical and nursing 
staff to the patient, whom he described as “the hub from which all hospital 
activities radiate.” 

After the program had been completed the delegates to the conference 
were taken to the Women’s College Hospital, the Lying-in Hospital, Inde- 
pendence Hall, and the Academy of Natural Sciences, on a tour of in- 
spection. 

The Wednesday morning session was given over to the report of the 
association’s committee and to the presentation of the president’s address 
by Mr. Breitinger. Mr. Breitinger outlined the various phases of asso- 
ciation activities related to the hospital field and made particular reference 
to the hospital’s relation to nursing education. His outline of legislation 
which the association sponsors for the Pennsylvania hospital field was 
very constructive and received close attention. 

The morning’s program closed with a round table discussion on general 
hospital problems, led by John M. Smith, director of Hahnemann Hos- 
pital, Philadelphia. 

The Wednesday afternoon session was the trustees’ session and was 
featured by an address by Mr. Francis J. Hall, president of the board of 
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managers of Harrisburg Hospital, on “Duties and Responsibilities of the 
Superintendent, from the Viewpoint of a Trustee.” 

Mr. Fred B. Gernerd, president of the board of trustees of Allentown 
Hospital, addressed the conference on “The Complex Problems Involved 
in the Management of a General Hospital.” 

The discussion of these two papers was opened by Dr. Bert Caldwell, 
executive secretary of the American Hospital Association. Before the 
close of this session the following officers were elected for the coming 
year: president, John M. Smith, Hahnemann Hospital, Philadelphia; first 
vice-president, H. G. Yearick, Pittsburgh Homeopathic Hospital; second 
vice-president, Miss Mary Stephenson, University of Pennsylvania; 
trustees: Mr. Charles Pitcher, Philadelphia, Mr. Wm. Breitinger, West 
Reading, Miss Mary Rothrock, Clearfield; treasurer, Elmer E. Matthews, 
Wilkes-Barre ; secretary, Howard E. Bishop, Sayre. 

Wednesday evening the annual banquet of the association was held at 
the Bellevue-Stratford with President Breitinger acting as master of 
ceremonies. 

The banquet address was delivered by the Rev. W. Warren Giles, D. D.. 
pastor of the First Reformed Church, East Orange, New Jersey. His 
subject was “What Shall We Think of Things as They Are?” 

The Thursday morning session was the doctors’ session, with Dr. Wil- 
liam Hillegas, of the state board of medical education and licensure, pre- 
siding. The address of the morning was delivered by Dr. Donald Guthrie, 
chief surgeon of the Robert Packer Hospital, Sayre. His subject was 
“The Significance of Apparently Insignificant Matters in Hospital Ad- 
ministration.” The discussion of this very able paper was led by Dr. W. S. 
Estel Lee, professor of surgery of the Graduate School of Medicine. 

The morning session closed with a round table led by Dr. Malcolm T. 
MacEachern, director of hospital activities of the American College of 
Surgeons. 

The afternoon session on Thursday was the nurses’ session, with Mrs. 
Marie C. Eden, R. N., directress of nurses of the Presbyterian Hospital, 
presiding. Miss Esther J. Tinsley, president of the Pennsylvania State 
Nurses’ Association, addressed the conference on “The Responsibility of 
the Hospital for the School of Nursing.” Miss Mary Roberts, R.N., 
editor of The American Journal of Nursing, New York, spoke on “Some 
Current Problems in Nursing.” These two addresses were particularly 
well received and offered a great deal of constructive thought and counsel. 

The round table was led by Miss Elizabeth Willard, secretary of the 
state board of examiners for registration of nurses at Harrisburg. At 
the conclusion of this session the new officers were installed. 
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Thus closed the tenth annual conference of the Hospital Association 
of Pennsylvania, which from the standpoint of interest and attendance 
was one of the most successful in its history. 

The program was of particular value to hospital people and would have 
been of large interest to all philanthropically inclined who lend material 
and moral support to the efficient management of our institutions. 

One of the features of the conference was the well selected commercial 
and educational exhibit. It was exceedingly well staged and the exhibitors 
displayed many of the new innovations in hospital equipment, furniture, 
and supplies. The delegates were particularly interested in the material 
that was on display and spent a great deal of time before and between 
sessions in visiting the different booths in both the educational and com- 
mercial exhibits. 

President Breitinger and the efficient secretary of the Hospital Associa- 
tion of Pennsylvania, Mr. Howard Bishop, deserve a great deal of credit 
for this exceedingly worth while and successful annual conference. 

ee 


The Texas Hospital Association 


The Texas Hospital Association met in its second annual convention at 
John Sealy Hospital, Galveston, on March 14. 

The registration at this meeting far exceeded expectations, despite the 
long distances which representatives have to travel in order to attend the 
annual meetings of the association in Texas. More than seventy hospitals 
were represented and 128 hospital people were registered. 

The opening session on Saturday morning was addressed by Mr. J. C. 
Boyd, superintendent of the Baptist Hospital, Fort Worth, on National 
Hospital Day. Mr. Boyd outlined the activities of National Hospital Day 
and emphasized the importance to the hospital of its general observance. 
He brought to the attention of the group the opportunity which the day 
affords to bring communities into closer relation with their hospitals and to 
interest philanthropists in the support of our institutions. 

Miss Kathrine M. Appel, superintendent of Beaumont General Hospital, 
addressed the group on “Meeting the Depression.” In a very ably pre- 
sented paper Miss Appel outlined the resourcefulness of the hospitals in 
maintaining their efficiency, taking care of the increasing demands for 
the hospitalization of indigent patients, and maintaining their operating 
expenses within the hospital income. 

The most interesting feature of the convention was the presentation by 
Mr. J. F. Kimball, of Baylor University Hospital, Dallas, of their plan for 
group hospitalization. Mr. Kimball outlined the principles which he had 
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developed in establishing this plan. It is based upon actual experience after 
a careful study of the groups that were taken care of. He cited the experi- 
ence of the hospital in one of the large groups consisting of some fourteen 
hundred teachers in the public schools of Dallas, city and county. This 
group was successfully hospitalized by the payment of fifty cents per 
month for each member of the group. The hospital records show that 
the costs for this group for the year amounted to $6,400 and that the 
income paid to the hospital by the group was $6,000. During this time 
the hospital had been operating at between 80 and 85 per cent of its bed 
capacity. 

He emphasized the fact that the hospital did not deal with the individual 
patient but with the group as a whole, and the group remitted to the hos- 
pital each month the amount collected from its members, together with 
those persons who were entitled to hospital care under the group hospitali- 
zation plan. The patients coming from this group were given the best of 
hospital accommodations and cared for for a period of twenty-one days if 
necessary, though the average length of time which the patient stayed was 
much less than that. 

The arrangement has proved a very satisfactory one to the hospital and 
the interested group was well pleased with the services rendered. 

Other groups of employees have made similar arrangements with Baylor 
Hospital for hospital care. 

A round table was conducted by Mr. Robert Jolly. The questions sub- 
mitted covered the entire range of hospital operation and a very interesting 
discussion was developed. Mr. Jolly followed the unique plan of calling 
to the platform all of the heads of special departments when questions 
affecting those departments were submitted, and the assembly was able to 
secure the viewpoint of each or any of the persons on the platform upon 
submitting its questions. At one time all of the superintendents of nurses 
represented were on the platform, at another time the dietitians, again, 
the social service workers, and so on. 

The delegates were the guests of John Sealy Hospital at luncheon and 
afterward there was an inspection of the new buildings which have recently 
been completed at this institution. The out-patient department was: par- 
ticularly interesting. 

At the afternoon session the group was addressed by Miss Julia C. Kas- 
meier on “The Teaching Hospital’s Relation to the Board of Nurse Ex- 
aminers.”” This paper was discussed by many of the nurses and superin- 
tendents of nurses. The facts brought out were that all of the schools 
had more applicants for entrance than they could take care of, that only 
four of the schools had a smaller number this year than the previous year, 
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that the educational requirements were more strict, and that the age of 
entrance into the training schools had been increased over previous years. 
It was also developed that a number of the training schools had discon- 
tinued paying the monthly allowances to the student nurse group. 

Miss Una Crawford, head of the nutrition department of Santa Rosa 
Hospital, San Antonio, addressed the convention on “Methods of Serving 
Special Diets to Patients.” Miss Crawford has developed in the Santa 
Rosa Hospital a unique service in the form of a consulting therapeutic 
dietary department which is available to out-patients of the hospital as 
well as to the patients in the hospital. For a course of twenty-one meals 
and instruction a charge is made and physicians of San Antonio refer 
patients to Miss Crawford for correcting errors of diet and for instruction 
in preparing correct diets. For this purpose she has established a special 
dining room, which is well patronized and which is growing in favor with 
the medical profession. It is an innovation in hospital activities in nutri- 
tional work and has been a source of revenue to the hospital ever since 
it was established. 

Following this address Mr. Jolly conducted the afternoon round table. 

The annual banquet was held at the Hotel Galvez and the members were 
the guests of the South Texas Hospital Association, of which Mr. Joe 
Miller, of the Jefferson Davis Hospital, Houston, is president. The presi- 
dent of the Texas Hospital Association, Dr. Lucius Wilson, superintendent 
of the John Sealy Hospital, was the master of ceremonies. The speaker 
of the evening was Dr. Bert Caldwell, executive secretary of the American 
Hospital Association. The banquet closed with an informal hospital forum 
conducted by Dr. Wilson, which was featured particularly by an address 
by Miss Diedrich, of the board of nurse examiners for the state of Texas. 

The officers elected for the coming year are: president, Robert Jolly, 
superintendent, Baptist Hospital, Houston; vice-president, Rev. C. Q. 
Smith, superintendent, Methodist Hospital, Fort Worth; secretary-treas- 
urer, Joe F. Miller, Jefferson Davis Hospital, Houston. 


———-¢ © ¢—___- 
The Third Pan-American Medical Congress 


The Third Pan-American Medical Association Congress will be held in 
Mexico City, July 26 to 31. 

At the meetings of this congress many subjects relating to hospital 
administration are discussed. The congress will be held under the aus- 
pices of the Republic of Mexico and meets for the purpose of main- 
taining and promoting a more intimate understanding between medical 
men and hospitals of the New World. 
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Dr. José E. Lopez-Silvero of Havana, Cuba, who has long been an 
interested member of the American Hospital Association, is executive sec- 
retary of the Pan-American Medical Association. 


—_——_+ © ¢—__ 


The Meeting of the Iowa Association 


The Iowa Hospital Association held its second annual conference at 
Cedar Rapids on March 11 and 12. This association, but two years old, 
has developed an interest in the hospital field which is of growing benefit 
to the institutions in Iowa. Fifty-eight hospitals of the state were repre- 
sented with a total registration of 194, including forty-four super- 
intendents. 

The meeting was opened on Wednesday morning under the presidency 
of Mr. Robert E. Neff, of the University Hospital, lowa City. Rev. G. T. 
Notson, superintendent of the Methodist Hospital, Sioux City, pronounced 
the invocation. 


_ The morning’s program was well arranged and developed a most inter- 
esting discussion upon the subjects presented. The first paper, by Mr. 
Paul H. Fesler, President-elect of the American Hospital Association and 
superintendent of the University Hospitals, Minneapolis, on ‘Hospital 
Rates” was most instructive. Mr. Fesler discussed the costs of the dif- 
ferent services of the hospital which have been analyzed in his own hospi- 
tal by certified accountants and compared them with the charges that obtain 
in most of our hospitals at present. The discussion of this paper by Mr. 
Clinton F. Smith, superintendent of the Allen Memorial Hospital, Water- 
loo, was well received. Others who entered into the discussion were Mr. 
George L. Rowe, manager of the Polyclinic Hospital, Des Moines, Mr. R. 
A. Nettleton, superintendent of the Methodist Hospital, Des Moines, and 
Rev. J. P. Van Horn, superintendent of St. Luke’s Methodist Hospital, 
Cedar Rapids. 


Dr. Arthur W. Erskine, of Cedar Rapids, one of the leading roentgen- 
ologists in the United States, presented a paper on “Essentials in the 
Hospital Roentgenological Service.” Dr. Erskine outlined the intimate 
connection of the x-ray department with all services in the hospital and 
the interrelationship of x-ray therapy and x-ray diagnosis as affecting the 
patient’s hospital care. He outlined a desirable working arrangement be- 
tween the x-ray department and the hospital in order that the x-ray ser- 
vice might be developed to the greatest efficiency and the hospital receive 
the maximum benefit from this department. 


Mr. R. A. Nettleton, in a discussion of “The Administrator’s Viewpoint 
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of Nursing Education,” presented this interesting subject in a manner 
which aroused general discussion. 

The afternoon session was presided over by Mr. George L. Rowe, vice- 
president of the Iowa Hospital Association. Miss Adda Eldredge, director 
of nursing education of the state of Wisconsin, discussed in a well thought 
out manner the relationship of nursing education to the smaller hospital. 
In the preparation of this paper Miss Eldredge had made a very careful 
study of the smaller hospitals of Wisconsin. 

Miss Ishbel Craig-Anderson, superintendent of St. Luke’s Hospital, 
Davenport, delivered a very able address upon “Nursing Today and To- 
morrow.” 

The round table in the afternoon was conducted by Dr. R. C. Buerki, 
superintendent of the Wisconsin General Hospital, Madison. Dr. Buerki 
developed a very enthusiastic discussion upon the hospital problems that 
were submitted. The interest of this hospital group in round table dis- 
cussion was emphasized by the participation of practically every person 
in attendance. 

On Wednesday evening the annual dinner of the association was held 
at the Hotel Roosevelt. The speaker of the evening, Dr. Louis B. Wilson, 
director of the Mayo Foundation, was introduced by President Neff. His 
address on ‘““The Hospital’s Relationship to the Practitioners of Medicine” 
was particularly informative and was well received. 

On Thursday Rev. Notson presided and introduced Dr. Frank C. Eng- 
lish, the executive secretary of the American Protestant Hospital Associa- 
tion. Dr. English conveyed the greetings of his association to the Iowa 
group and extended an invitation to them to attend the American Protestant 
Hospital Association and the American Hospital Association meetings in 
September. 

Miss Dorothy Anderson, head of the department of dietetics at the 
State College Hospital at Ames, Iowa, delivered an address upon the “Use 
and Results of Therapeutic Diets.” Miss Anderson’s long familiarity with 
this subject and her study of the problems of therapeutic diets made her 
discussion of the subject especially valuable. 

Miss Mary M. Maxwell, director of social service at the University 
Hospital, Iowa City, presented a paper on “The Responsibility of the 
Hospital in Follow-up Care.” 

One of the most pleasing features of the convention program was the 
contribution of Sister Mary Clare, superintendent of Mercy Hospital, 
Iowa City, who addressed the convention upon the subject of “Enriching 
Hospital Service.” 

The report of the Legislative Committee, presented by Mr. George L. 
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Rowe, outlined two proposed laws which are now being considered by the 


state legislature. One of these laws provides.for the collection of hospital 
accounts and the other for the registration and licensing of hospitals in 
the state. : 

Rev. Notson presented a report analyzing the hospital rates that are 
heing established in the different institutions in Iowa. 

Dr. Malcolm MacKachern, director of hospital activities of the Ameri- 
can College of Surgeons, was the luncheon speaker on Thursday and ex- 
plained in detail the -program of the College for the standardization of 
hospitals. 

The officers elected for the coming year are: Robert E. Neff, president ; 
George L. Rowe, first vice-president; Rev. G. T. Notson, second vice- 
president; Clinton F. Smith, secretary; R. A. Nettleton, treasurer. 


ae) a SS ees 


COMING MEETINGS 
Tennessee Hospital Association, Knoxville, April 13. 


Midwest Hospital Association, St. Louis, April 17-18. 

Western Hospital Association, Oakland, Calif.,- April 20-23. 

Arkansas Hospital Association, Texarkana, April 21. 

Louisiana Hospital Association, Baton Rouge, April 22. 

Hospital Association, Methodist Episcopal Church South, Atlanta, April 
22-23. 

Ohio Hospital Association, Cleveland, April 28-29. 

Mississippi Hospital Association, Jackson, April. 

Kentucky Hospital Association, Louisville, May 4-5. 

Connecticut Hospital Association, Danbury, May 6. 

New Jersey Hospital Association, Atlantic City, May 7-8. 

Hospital Association of the State of New York, Syracuse, May 8-9. 

Florida Hospital Association, Orlando, May 13 (tentative). 

Joint Meeting of Illinois-Indiana-Wisconsin Hospital Associations, Chi- 
cago, May 13-15. 

Joint Meeting of North ee South Carolina, and Virginia Hospital 
Associations, Durham, N. C., May 19-21. 

Michigan Hospital Association, y ites May 20-21. 

American Medical Association, Philadelphia, June 8-12. 

Second International Hospital Congress, Vienna, June 8. 

South Dakota Hospital Association, Madison, June 9-10. 

American Association of Hospital Social Workers, Minneapolis, June 
14-20. 

Minnesota Hospital Association, Duluth, June 22; Lutsen, June 23-24. 

American Public Health Association, Montreal, September 14-17. 

American Protestant Hospital Association, Toronto, September 25-28. 

American Hospital Association, Toronto, September 28-October 2. 

American Occupational Therapy Association, Toronto, September 28- 
October 2. , 
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Children’s Hospital Association, Toronto, September 28. 

Association of Record Librarians, Toronto, September 28-October 2. 

American College of Surgeons (Hospital Conference), New York, Oc- 
tober 12-15. 

American Dietetic Association, Cincinnati, October 19-21. 

Kansas Hospital Association, Hutchinson, October. 

Colorado Hospital Association, Colorado Springs, November 10-11. 
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APPLICATIONS FOR INSTITUTIONAL MEMBERSHIP 
February 21 to March 25, 1931 


ee ee ee ee ee te 
Pine Bieeth Prewemtawinanth .....o6.c sce 6scs gasd teawivs es West Tampa, Fla 
St. Michael General Hospital................ Lethbridge, Alta., Canada 


St. Vineent’s Hospital of the Borough of Richmond..Staten Island, N. Y. 
— —+0e——__ 
APPLICATIONS FOR PERSONAL MEMBERSHIP 
February 21 to: March 25, 1931 
Alphonsa, Sister M., supt., St. Joseph's Hospital, Keokuk, Lowa. 
Anscombe, Beryl, supt., Menorah Hospital, Kansas City, Mo. 
Avery, W. E., Jr., supt. Mary Elizabeth Hospital, Raleigh, N. C. 
Beers, Ida Valeria, M.D., phys. in charge, Mary H. Donaldson Woman's 
.Hospital, Denver, Colo. 
Blackwood, N. J., M.D., med. dir., Provident Hospital and Training 
School, Chicago, II. 
Blazek, Mary, diet., All Souls’ Hospital, Morristown, N. J. 
Boyd, Jessie M., R.N., supt., Oregon City Hospital, Oregon City, Ore. 
sresnahan, Eleanor, R.N., superv., nrsg., Jefferson Clinic, Detroit, ‘Mich. 
surge, J. D., trustee, John N. Norton Memorial Infirmary, Louisville, Ky. 
Clay, Charles L., M.D., asst. supt., Peter Bent Brigham Hospital, Boston, 
“Mass. 
Charlton, M. Ezma, R.N., asst. supt., Henry County Hospital, “New 
Castle, Ind. 
Cornelia, Sister Mary, supt., Mercy Hospital, Cedar Rapids, Iowa. 
Cosgrove, Samuel A., M.D., med. dir., Margaret Hague Maternity Hos- 
pital, Jersey City, N. J. 
Eborall, Isabell, R.N., supt., Clark General Hospital, Vancouver, Wash. 
Ertel, E. H., controller, Pennsylvania Hospital, Philadelphia, Pa. 
Ewing, Ethel M., supt., Duke’s Miami County Hospital, Peru, Ind. 
Freek, Signa M., R.N., supt., Steele Memorial Hospital, Denver, Colo. 
Gorman; Mrs. Mildred E., supt., Roxbury Hospital, Roxbury, Mass. 
Heller, Mrs. Grace, supt., Sioux Valley Hospital, Cherokee, Iowa. 
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Immaculata, Sister M., supt., St. Joseph’s Mercy Hospital, Centerville, 
Iowa. 

Johnson, Lena M., supt., Highland Park Hospital, Highland Park, III. 

Joseph, Sister Mary, supt., St. Mary’s Hospital, DeKalb, III. 

Lattner, F. P. G., supt., Finley Hospital, Dubuque, Iowa. 

Linder, Roland L., hosp. arch., 1118 Madison St., Denver, Colo. 

Mael, Jessie H., supt., Ottumwa Hospital, Ottumwa, Iowa. 

Martin, Margaret L., supt., Presbyterian Hospital, Waterloo, Iowa. 

McGhie, B. T., M.D., dir. hosp. services, Province of Ontario, Depart- 
ment of Health, Toronto, Ont., Canada. 

Mitten, Paul L., supt., Longview Memorial Hospital, Longview, Wash. 

Mount, Gertrude L., secy. & treas., Oregon City Hospital, Oregon City, 
Ore. 

Mount, Guy, M.D., pres., Oregon City Hospital, Oregon City, Ore. 

Pickett, Alice N., M.D., tchr. educ. dept., Louisville City Hospital, Louis- 
ville, Ky. 

Pohlman, Erwin C., asst. adminis., State University Hospital, lowa City, 

- Iowa. 

Rose, Mrs. Margaret H., supt., Washington County Hospital, Washing- 
ton, Iowa. 

Rorem, C. Rufus, memb. research staff, Julius Rosenwald Fund, Chi- 
cago, Ill. 

Shepard, Col. John L., M.D., dir., Hamot Hospital, Erie, Pa. 

Stanislau, Mother M., supt., The Little Company of Mary Hospital, 
Chicago, Ill. 

Stowe, Hazel A., accountant, Ganado Mission-Sage Memorial Hospital, 
Ganado, Ariz. 

Thode, Martina C., R.N., supt., Sterling Public Hospital, Sterling, III. 

Visitation, Sister, supt., Mercy Hospital, Anamosa, Iowa. 

Wilhelm, Norbert A., M.D., asst. supt., Peter Bent Brigham Hospital, 
Boston, Mass. 


eemeerenhaaaitl eis 


DR. CARLISLE S. LENTZ GOES TO THE UNIVERSITY . 
OF VIRGINIA HOSPITAL 

The President of the University of Virginia has selected Dr. Carlisle 
S. Lentz, who is at present superintendent of the University Hospital, 
Augusta, Georgia, as superintendent of the University of Virginia Hos- 
pital, Charlottesville, and professor of hospital administration of the uni- 
versity. Dr. Lentz will assume his new duties on July 1. He succeeds 
Dr. John Hornsby, who retires after several years’ service. 
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Hospital Library and Service Bureau 


Charlotte Janes Garrison, Director 





How Reapinc Can HELP You 

“Link up reading and‘action—that is the efficient way to read. Lord 
Kelvin bought a book on heat, by a French scientist—Fourier—and it 
changed his whole life and led to many of his great discoveries. Faraday 
bought a book on chemistry and became the founder of the present Elec- 
trical Age. Westinghouse bought an English magazine and found an 
article on compressed air that gave him the idea of his air-brake that is 
now used in all the railways of the world. Henry Ford, too, bought a 
magazine and saw an article on ‘Horseless Carriages’ that started him on 
his way to become the most successful of all manufacturers. The man 
who does not read, in these days of quick changes and irresistible progress, 
drops behind and becomes an obsolete and insignificant unit in his trade. 
Reading is a ladder. You MUST read if you want to climb.” 

—Herbert N. Casson. 
From Municipal Reference Library Notes, February 11, 1931. 





A SUGGESTION FOR HOSPITAL LIBRARIES 


Recent gifts to the Library include two much desired volumes of 
significance to anyone interested in the background of the care of patients. 
A fund of information on human nature and traditions in which both 
abound makes the possession of these books by hospital libraries highly 
desirable for the use of medical residents and nurses. 

The Library is indebted to the publishers for these substantial con- 
tributions. 

Devits, Drucs, AND Doctors. By Howard W. Haggard, M.D. The story 
of the science of healing, from medicine-man to doctor. Harper & Bros., 
1929. 405pp. Original price $5.00; now $3.50. 

INTRODUCTION TO THE History oF MepiciNE. By Fielding H. Garrison, 
M.D. With medical chronology, suggestions for study, and bibliographic 
data. W. B. Saunders & Co., 1929. Fourth Edition. 996pp. Price 
$12.00. 





HELPS FOR THE SPEAKER AND WRITER 
Program chairmen, national, state, and local, will be interested in the 
article by Arthur E. Gorman on the “Technic of Meetings,” published in 
the American Journal of Public Health, March, 1928. Mr. Gorman, an 
engineer, writes from experience. The three outstanding factors for an 
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ideal meeting, he notes, are (1) successful selection, identification, and 
arrangement of the meeting room; (2) the conduct of the meeting by the 
officers; (3) the speaker and his stage setting. The author takes up in 
helpful detail the mechanics of arrangement, and the courtesies extended 
speakers. Chairmen of arrangements as well as the mere listener, will be 
grateful for the very practical suggestions extended through this article. 





A helpful aid to writers of technical papers is the article of Mazyck 
P. Ravenel, M.D., “The Preparation and Presentation of Papers,” ‘in the 
February, 1928 American Journal of Public Health. Doctor Ravenel, as 
associate editor of the Journal, has reviewed many medical and technical 
articles and addresses. For the writer of the occasional article, his sug- 
gestions are invaluable; the experienced writer could well profit by the 
insistence of the author upon clarity and simplicity of style. Practical in- 
deed are the hints on the presentation of papers. A list of books on the 
writing of medical and technical papers is appended. 





A SuRVEY OF THE LAW CONCERNING DEAD HuMAN Boptes. By George 
H. Weinmann. 

Superintendents will be interested in Bulletin No. 73, published in 1929 
by the National Research Council of the National Academy of Sciences, 
Washington, D. C. The price is $2.00. 

Some of the topics important to administration are autopsies, consent 
for, liability for introducing interlopers into autopsy room, rule concern- 
ing removal or disturbance of body before view by coroner, liability for 
improper use of photographs of the dead, disposition of body by sale, 
liability of surgeon disposing of portions of body removed during life 
contrary to will of patient, use of evidence secured in autopsy, and a 
definition of stillborn children. 


A useful geographic and topic index conclude this research bulletin. 
Each state and territorial possession is listed with page of topic, listing 
anatomical act, coroner’s inquest, interment, transportation, communicable 
disease regulations, and stillborn children classification. Legislative changes 
are noted up to 1927 inclusive. 

As a reference handbook, particularly for teaching hospitals, this’ bul- 
letin will prove an excellent investment. 





AVAILABLE FOR CIRCULATION “ 
Children’s Bureau, What It Is, Children’s Bureau, May 1, 1928. 
18th Annual Report of the Chief of the Children’s Bureau, Children’s 
Bureau, June 30, 1930. 
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HOSPITAL LIBRARY AND SERVICE BUREAU 


Children’s Charter, International Society for Crippled Children, 1930. 

What Is a Preventorium? Kleinschmidt, National Tuberculosis Associa- 
tion, October, 1930. 

Annual Reference Book of the Canadian Hospital, January, 1931. 

How to Secure Services of Welfare Agencies, Information Bureau of the 
Welfare Council of New York City. 

Procedure Book, Pennsylvania Hospital, Philadelphia. Of interest to 
dispensaries. 

Report of the Committee on Medical Education and Hospitals, Iowa State 
Medical Society, December, 1930. 

Proceedings of the 13th Annual Convention, British Columbia Hospital 
Association, August, 1930. 

Clothes, Moths, and Their Control, Farmers’ Bulletin No. 1353, U. S. 
Department of Agriculture. 

Correct Type of Hardware Will Help Eliminate Noise, Neergaard. 
Reprint, Hospital Management, February, 1931. 

Planning and Plumbing the Hospital Calls for Sound Judgment, Neergaard. 
Reprint, Canadian Hospital Annual Reference Book, 1931. 

Correcting “Dispensary Abuse” by Financial Investigation, MacLean. 
Reprint from Modern Hospital, November, 1930. 

Public Health Nursing and Child Care in the United States, Thomson. 
Reprint from Annals of the American Academy of Political Social 
Science, Philadelphia, September, 1930. 

Occupational Therapy, Kidner. Reprint from Yearbook of the Interna- 
tional Hospital Congress, 1930. 

Air Conditions and Health, Duffield. Reprint from Journal of Outdoor 
Life, Nov.-Dec., 1930, and Jan., 1931. 
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ALABAMA 
Tuscaloosa.—Architects’ plans for the new $1,100,000 Veterans’ Hospi- 
tal which is to be erected just outside of Tuscaloosa include a main building 
of five floors and a two-story medical building. The capacity will be about 
250 beds, and a nurses’ home will provide for forty-two nurses. 





ARKANSAS 
Hot Springs.—Plans are completed and construction work will start July 
1 on the new $2,000,000 Army and Navy Hospital. The new institution 
will have a capacity of 412 beds, and the center part of the building will 
be seven and eight stories high, while the wings will be six stories. 


CALIFORNIA 
Colusa.—The Colusa County board of supervisors has made all arrange- 
ments for the building of a modern county hospital unit, which will prob- 
ably be ready for equipment in July and will be occupied in August or 
September. O. A. Deichmann, of San Francisco, is the architect. 


CoLoRADO 
Fort Lyon.—The recently completed unit at the U. S. Veterans’ Hospi- 
tal, built at a cost of $300,000, was opened the latter part of February and 
adds 138 beds to the institution. Dr. M. E. Stewart is in charge of the 
new work. 
District oF COLUMBIA 
Washington.—The sum of $3,200,000 has been authorized by the Senate 
for additional construction work at the U. S. Naval Hospital. A number 
of existing buildings are to be remodeled or replaced and several new 
buildings erected. 
GEORGIA 
Atlanta.—The tract of land on which will be built the proposed Jesse 
Parker Williams Memorial Hospital for women and children has been 
purchased. The sum of $3,000,000 is available for the project, and about 
$500,000 will be spent on the actual construction of the building. 


Waycross——A new county hospital for Ware County, costing $150,000, 
is to be erected. 
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ILLINOIS 
Aurora.—Bids for the new $500,000 St. Charles Hospital, conducted by 
the Franciscan Sisters of the Sacred Heart, have been submitted. The 
hospital will have a capacity of 110 beds and will be six stories in height, 
with a solarium floor as the sixth story. 


. 


INDIANA 
Evansville —Vanderburgh County Infirmary is completing an addition 
and has installed new equipment in its various departments. 


New Albany.—Dedication of the $125,000 addition to St. Edward's 
Hospital was held on February 24, with a public reception as one of the 
features. The new wing includes operating rooms, nurses’ department, and 
patients’ rooms. 

Iowa 

Knoxville—The appropriation of Congress for new construction at the 
U. S. Veterans’ Hospital is in the amount of $375,000 and will be used to 
build a 150-bed unit, which will bring the capacity of the institution to over 
a thousand beds. 

KANSAS 

Stafford—The new Stafford Community Hospital, recently completed, 

was opened for reception of patients on March 10. 


.A hotel building in Stafford is to be remodeled and converted into a 
hospital, under the direction of the Chamber of Commerce. 


LOUISIANA 
New Orleans——Bids were opened March 18 in the office of Moise H. 
Goldstein, architect, for the construction of the $500,000 Flint-Goodridge 
Hospital for negroes. This hospital will be a unit of the proposed Dillard 
Memorial University. 


The opening of the newly completed Orleans Tuberculosis Hospital was 
held on the afternoon of February 8, with Mayor T. Semmes Walmsley 
as the principal speaker. This structure will accommodate one hundred 
beds and is built on the pavilion plan. 

MICHIGAN 

Ann Arbor—A $330,000 addition to the State Psychopathic Hospital 
will be erected on the ground immediately south and east of the present 
unit. Plans prepared by Fry and Kasurin, architects, call for a two-story 
brick structure to harmonize with the existing buildings. Construction ac- 
tivities will be started this month. 

Kalamazoo.—The $300,000 nurses’ home just completed at the Kalama- 
zoo State Hospital was dedicated the afternoon of March 10, with Governor 
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Wilbur M. Brucker as the principal speaker. The medical superintendent 
of the institution is Dr. R. A. Morter. 


Pontiac.—A five-story addition to St. Joseph’s Mercy Hospital will be 
built, at an estimated cost of $135,000. Three floors are to be used as a 
nurses’ home, and a children’s department, medical library, auditorium, and 
quarters for doctors and interns will occupy the remainder of the space. 
The structure, which was designed by Charles Sullivan, will be finished in 
September. 

MINNESOTA 

Bemidji.—The new hospital building of the Lutheran Hospital, erected 
to replace the old structure which was destroyed by fire about two years 
ago, is completed and has been opened for service. 


St. Paul.—The state Senate’s finance committee has approved the build- 
ing of a $100,000 nurses’ home for the Gillette State Hospital for Crippled 
Children. ee 


MISSISSIPPI 
Columbus.—Contracts for additions and improvements to the Fite Hos- 
pital have been awarded. Ten rooms, bringing the capacity to forty beds, 
will be added. 


Missour! 

Springfield —Springfield has been selected as the site for a new $3,000,- 
000 federal hospital for defective delinquents, and construction will begin 
soon after the title to the property in question is presented to the govern- 
ment. 


NEBRASKA 
Milford.—Contracts for the new hospital at the Soldiers’ and Sailors’ 
Home have been let, and work on the building will be started at once. 
More than $27,000 will be expended for general construction purposes. 
The architect is H. W. Meginnis. 


NEw JERSEY 
Soho.—The new buildings at the Essex County Isolation Hospital will 
be ready for occupancy in May or June, according to an announcement by 
the building committee. The present administration building will be razed 
as soon as the new buildings are occupied. 


New York 
New York City—The new Columbus Hospital on East 19th Street was 
opened in February with formal ceremonies. This hospital is a nine-story 
structure containing three hundred beds. 
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Alteration of the former nurses’ home of Mount Sinai Hospital, an 
eight-story structure at Madison Avenue and 101st Street, to provide ad- 
ditional accommodations for its out-patient department will be started 
immediately. The entire cost of remodeling and installing new equipment 
will amount to $300,000. Gehron and Ross are the architects, and Dr. 
S. S. Goldwater is consultant. 

Sea Cliff, L. I—The Country Home for Convalescent Babies will be 
dedicated and formally opened Easter Sunday, April 5. Mr. Justice Scudder 
will preside at the dedicatory exercises. 


OHIO 
Amherst.—It has been announced that the county building commission 
plans the construction of a nurses’ home in addition to the new hospital 
building for the Lorain County Tuberculosis Sanatorium. Frank W. 
> 7 
Bail is the architect. Estimates for the additional construction have been 


placed at $18,000. 


Cincinnati.—Contracts for building a southwest wing to the new unit 
at the Tuberculosis Hospital and the addition of two more stories to the 
main building have been awarded by the Hamilton County commission. 
The cost of construction will be about $380,000. 


Spring field ——The general contract for the construction of Springfield’s 
new municipal hospital has been awarded to James I. Barnes at a. low bid 
of $829,000. The cost of the hospital, completely equipped, will be in 
excess of $1,500,000. 

OKLAHOMA 

Capitol Hill—Capitol Hill’s new four-story, $100,000 hospital was 
opened to the public recently. It has a capacity of fifty beds. 

Oklahoma City—Permit has been obtained for the erection of a three- 
story addition to St. Anthony’s Hospital, costing $205,000. Excavation for 
the building, which will add more than fifty beds to the hospital, has been 
started. 

PENNSYLVANIA 

Erie—The Hamot Hospital has under consideration the building of a 
new hospital to cost about $1,500,000 and expects to put up a wing of the 
new unit this summer which will cost approximately $300,000. 

Philadelphia.—Contract for the construction of a $40,000 addition to the 
J. William White Surgical Pavilion of the University of Pennsylvania has 
been let and work on the building has been started. The plans were drawn 
by. John J. Colgate and Arthur H. Brockie. 


The site forthe new Wills Eye Hospital, to cost $2,000,000, is the corner 
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When 
the 
Doctor 


Needs a Microscope 


A physician’s microscope, like the doctor himself, 
must be ready to meet every demand made upon it. That is 


why the FFSA-8 is so popular with the medical profession. 























[ 140 ] 


{II} 


tic 
tiv 
ib] 
Tl 


Ta 


sli 
in 


ac 





ie 
| 


A 


ao wow 
uo 
oa 





Hil | | 


Sill 
esas 


1 S| 























If a blood count is to be made the 43X objective with long 
working distance allows quick and accurate corpuscle counting. 
When higher power must be used for bacteriological examina- 
tions, the 97X oil immersion objective enables speedy and posi- 
tive identification. When lower powers are needed the divis- 


ible objective will supply either 10X or 4X magnifications. 








| BAUSCH & LOMB OPTICAL CO. 
| 656 St. Paul St. »« * Rochester, N. Y. 
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These with the 5X and 10X huygenian eyepieces, produce a 
range of total magnifications from 20X to nearly 1000X. 


The built-on mechanical stage enables you to explore the 
slide easily and completely. It can be quickly racked off, leav- 
ing a plain stage when you require it. The sensitive side fine 
adjustment is slow in action, yet highly accurate. Place an 
FFSA-8 in your laboratory. Its ever-efficient service will repay 


you many times. 


Write for complete literature today. 








BAUSCH 
© LOMB 








Makers of Orthogon Eyeglass Lenses for Better Vision 
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of Sixteenth and Spring Garden Streets. Construction on the new building 
marks a notable step in the history of an institution which is the largest 
in America devoted exclusively to eye treatment. The hospital was estab- 
lished in 1832 under the will of James Wills, Jr. A portion of the original 
plot, which cost $20,000, was sold for $134,000 and the remainder of it 
was bought last year for $1,100,000. 

Plans for a new three-story building for the Jewish Hospital are nearing 
completion. 


RuHOopDE ISLAND 


Newport.—Contract has been awarded for the building of an extension to 
the U. S. Naval Hospital, which will cost about $118,000. 


SoutH Daxota 
Sioux Falls —A home for the nurses in training at the Sioux Valley Hos- 
pital is to be erected on the south and west of the present building, ac-ord- 
ing to an announcement recently made by the hospital’s board of directors. 


TEXAS 
Galveston.—The trustees of the Sealy-Smith Foundation on April 20 


will open bids for the new $50,000 nurses’ home at the John Sealy 
Hospital. 


Hondo.—Contract has been let for the building of a $15,000 modern hos- 
pital. J. M. Sauter of South San Antonio is the architect and expects to 
have the building ready for occupancy by the first of May. 


WISCONSIN 
Madison.—The opening of the new Wisconsin Orthopedic Hospital for 
Disabled Children will be held in May. The dedication will take place 
after the children now at the Wisconsin General Hospital are moved into 
the new building, erected at a cost of about $300,000. 


Madisonville—The new Hopkins County Hospital at Madisonville has 
been completed at a cost of $40,000 and is now ready for occupancy. 


New London.—The new Community Hospital at New London. was 
completed and opened for occupancy on March 19. 


Oshkosh.—A permit for improvements to cost $35,000 has been issued 
to the Alexian Brothers Hospital. The entire fourth story of the building 
is to be remodeled. 


Waupun.—The new east wing at the Central State Hospital for Insane 
was ready for occupancy March 1. The superintendent is Dr. W. A. 
Deerhake. 
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How else could you maintain 
Therapeutic fever for 6 to 8 hours? 


isn’t long since the idea df producing 
a rise in body temperature by means 
of diathermy was conceived. Today, the 
medical world is notably impressed with 
the clinical reports of this form of treat- 
ment in conditions indicating the use of 
artificially produced fever. 

In a recent article, authority sum- 
marizes as follows: 


- A method for producing hyperpyrexia in man has 
been described. 


~ 


Nn 


. Twenty-five patients with dementia paralytica have 
been treated. 


w 


. Sixty-six per cent went into a clinical remission. 
Eight per cent were markedly improved. 


. No serious harm resulted to these patients from the 
treatment and there were no deaths in this series 
directly or indirectly ascribable to the treatment. 


wn 


. Certain physiologic phenomena associated with 
hyperpyrexia produced by diathermy have been de- 
scribed. 


—Clarence A. Neymann, M.D., and .S. L. Osborne, B.P.E.: 
The treatment of Dementia Paralytica, with Hyperpyrexia 
Produced by Diathermy. From the Depts. of Neuropsychiatry 
and Physical Therapy, Northwestern University Medical 
School, and the Cook County Psychopathic Hospital, Chi- 
cago. Jour. A.M.A. Vol. 96, No. 1, Jan. 3, 1931. 

The preference for diathermy in this 
form of treatment is because it offers defi- 
nite-advantages over the method of in- 
jecting pathogenic organisms, with the at- 
tendant uncertainty of their secondary 
effects. 

A reprint of the article by Neymann 
and Osborne, and other literature on this 
subject, will be sent on request, together 
with a description of the Victor Super- 
Power Diathermy Apparatus, designed 
especially for producing therapeutic fever. 


GENERAL @ 





The Victor 
Super-Power 
Diathermy Apparatus 

The Victor Super-Power Diathermy Apparatus, with a power 
output considerably greater than any diathermy apparatus ever 
produced, was designed especially for this form of therapy. It 


is a major calibre apparatus with every requisite for the most 
exacting clinical work. 


ELECTRIC 


X-RAY CORPORATION 


2012 Jackson Boulevard 


Chicago, IIL, U.S.A. 








FORMERLY VICTOR ies X-RAY CORPORATION 


Join us in the General Electric program broadcast every Saturday evening over a nation-wide N. B. C. network. 
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Major Charles A. Trew, for the past several years superintendent of the 
William Booth Memorial Hospital, Covington, Kentucky, has been suc- 
ceeded by Miss Florence Turkington. Miss Turkington goes to the Booth 
Memorial from Cleveland, where she was superintendent of the Salvation 
Army Home and Hospital. 


Dr. J. C. Nielson has been appointed superintendent of the Norfolk 
State Hospital, Norfolk, Nebraska, succeeding Dr. G. E. Charlton, who 
assumed charge of the Hastings State Hospital. 


Dr. Hilton R. Carr has been chosen to succeed Dr. George B. Stewart 
-as superintendent of the Shelby County Hospital of Memphis, Tennessee. 


Mr. Charles H. Dabbs, formerly superintendent of Grace Hospital, New 
Haven, Connecticut, assumed the superintendency of the Tuomey Hospital, 
Sumter, South Carolina, on March 1. 


Dr. T. Restin Heath, who for the past several years has been superin- 
tendent of the Bethany Methodist Hospital, Kansas City, Kansas, has re- 
signed. Dr. Heath’s successor has not yet been appointed. 


Miss Grace A. Warman has been selected as superintendent of the New 
York Nursery and Child’s Hospital succeeding John R. Howard, Jr. 


Mrs. Virginia S. Smith is the new superintendent of St. Luke’s Hospital, 
Eldorado, Kansas. 


Miss Theresia M. Norberg has accepted the position of superintendent 
of the Community Hospital, Beloit, Kansas, succeeding Miss Anne M. 
Carlton, who died in February. Miss Norberg was formerly head of the 
Southeast Missouri Hospital at Cape Girardeau. 


Mr. Robert W. Cox has resigned as superintendent of Burlington County 
Hospital for Insane at New Lisbon, New Jersey and has accepted the 
superintendency of the new State Hospital for Insane at Hillside. The 
Hillside institution when completed will have cost $6,000,000 and will have 
a capacity of two thousand patients. 


Dr. Francis Paul has been appointed superintendent of the Normandale 
Sanitarium near Madison, Wisconsin. 
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BABY- SAN 


AMERICA’S FAVORITE BABY SOAP 


IT IS AGREED at Round Table discussions of Hospital Superintendents, 
nurses and medical men that BABY-SAN is the correct product for bathing 
babies. 

BECAUSE—bathing the baby immediately after birth with BABY- SAN 
removes the vernix quickly and gently. 

BECAUSE—BABY-SAN “eliminates from the skin of the new born pos- 
sible existing bacteria, which if allowed to remain, would develop into a trouble- 
some situation. A 

BECAUSE—daily ~~ | bathing with BABY-SAN keeps the 


baby’s skin in a wholesome condition. 






BABY-SAN port- CAUTION—only 


able dispensers for 
useon nursery bath- 
ing tables are fur- 
nished to the hos- 
pitals. They’re 
handy and efficient. 


Hospital 





the Huntington 
Laboratories, Inc., 
Huntington, Indi- 
ana, makes and sells 
BABY-SAN.Don’t 
be misled. 


Department 


The HUNTINGTON LABORATORIES, Inc. 
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Canadian Office and Warehouse, 36 Yonge Street, Toronto, Ontario 
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Miss Edith Long has been selected as superintendent of the Montana 
Deaconess Hospital at Great Falls. 


Miss Gertrude Steinmetz has resigned the superintendency of the Graham 
Protestant Hospital at Keokuk, Iowa. 


Miss Frances M. Doud, who is at present superintendent of the Lake- 
wood (New Jersey) Hospital, has been selected as superintendent of the 
new hospital in Southbridge, Massachusetts. 


Mrs. Lena Bell Terhune has been appointed superintendent of the 
A. D. Price Memorial Hospital, Harrodsburg, Kentucky, succeeding Mrs. 
Anna E. Bohon, resigned. 


Miss Alice Herring, former superintendent of nurses at the South 
Carolina Baptist Hospital, Columbia, South Carolina, has been selected 
superintendent of Columbia’s new Eye, Ear, Nose, and Throat Hospital. 


Jesse Z. Kerr, formerly superintendent of the Fort Hamilton Hospital, 
Hamilton, Ohio, has been appointed auditor of the Jewish Hospital, 
Cincinnati. 


William E. Proffitt has resigned as superintendent of the Deaconess 
Hospital, Buffalo, New York. 


Dr. M. E. Lollar has been appointed superintendent of the Sarah A. 
Jarman Memorial Hospital at Tuscola, Illinois. 


Miss M. E. Manskee, for six years superintendent of the Sturgis 
(Michigan) Memorial Hospital, has resigned. 


Rev. Paul Wendt has been selected as superintendent of the Evangelical 
Deaconess Hospital, Milwaukee. 


Theresa M. Gust has resigned the superintendency of the Bay City 
General Hospital, Bay City, Michigan to take a similar position at City 
Hospital, South Haven. Vivian Atchinson has been appointed to the Bay 
City General Hospital post. 


Louise LeFevre, after twenty years as superintendent of Chestnut Hill 
Hospital, Philadelphia, has resigned. 


Mrs. Pauline Proulx is superintendent of the recently completed St. 
Luke’s Hospital, Thief River Falls, Minnesota. 


Mrs. Chalmers Wills has been named superintendent of the General 
Hospital, Morristown, Tennessee. 
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IN MILWAUKEE 


The first sterilizers of American make were installed in 
this busy hospital in 1910. A complete surgical unit was 
added in 1919 and these served until the new buildings 
were completed, in 1930 . . . so well that the owners felt 
justified in specifying Americans for every department, a 


total of 51 pieces of sterilizing equipment. 





‘ New Group Completed 1930 
; Bed Capacity 325 
] 
St. Joseph's Hospital 
Established 1884 
Architect 
E. Brielmaier & Sons 
Supervising Engineer 
Mr. Jos. H. Temme 





AMERICAN STERILIZER COMPANY 
1208 Plum St., ERIE, PENNSYLVANIA 


EASTERN SALES OFFICE: 200 Fifth Avenue, New York City 


CANADIAN AGENTS: Ingram & Bell, Ltd., Toronto, Montreal, Calgary and Winnipeg 
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CoNNECTICUT 
New Haven.—Grace Hospital has received a bequest of $10,000 from the 
estate of Mark Selleck, late a resident of New Haven. 


INDIANA 
Indianapolis —Under the will of the late Lucius M. Wainwright the 
Indianapolis Methodist Hospital received $200,000, which is to be held for 
a time as a trust fund and later may be applied as the board of trustees 
of the hospital directs. 


KANSAS 
Oxford.—Under the will of the late J. M. Buffington the city of Oxford 
is bequeathed $60,000 for the purpose of building a hospital. 


MARYLAND 
Cambridge.—Through the munificence of Mr. Zoro H. Brinsfield, a gift 
of $25,000 has been made to finish and equip the new nurses’ home at the 
Cambridge Hospital. 
NEW JERSEY 
Orange——The Orange Memorial Hospital has recently received by gift 
a deep-ray therapy and radium clinic, as a memorial to the late Manton B. 
Metcalf. A new building is being erected to house this department, which 
will be available for the treatment of all classes of patients. 


New York 

Under the terms of the will of Carrie M. Smith, the following hospitals 
are made beneficiaries: the General Hospital of Saranac Lake, $100,000; 
the Trudeau Tuberculosis Sanatorium, $100,000; the New York Nursery 
and Child’s Hospital, $100,000; the New York Skin and Cancer Hospital, 
$100,000; and in addition, the General Hospital of Saranac Lake, the 
Trudeau Sanatorium, and the New York Nursery and Child’s Hospital 
will share equally in the residue of the estate. 


New York City—Under the will of Miss Ella V. Von E. Wendel, her 
estate will be divided into two hundred parts, of which thirty-five parts 
will go to Flower Hospital. It is estimated that the estate will be appraised 
at more than $100,000,000. 


[ 148 ] 











” a 





Me 


hoe 








THE BULLETIN OF THE AMERICAN HOSPITAL ASSOCIATION 


PENNSYLVANIA 
Philadelphia.—The will of Samuel L. Haines bequeaths to the Methodist 
Episcopal Hospital $20,000 outright and a vested interest in the residue 
of an estate of $50,000. 
TEXAS 
Brenham.—The Sarah B. Milroy Memorial Hospital has just been com- 
pleted at a cost of $70,000 and has been opened for the reception of patients. 


UTAH 
Provo.—The Church of Latter Day Saints, through its president, T. N. 
Taylor, has advised the Chamber of Commerce of Provo that it will donate 
$75,000 toward the erection of a modern hospital if the citizens or civic 
organizations will contribute a like sum. 





Mr. Samuel Insull, of Chicago, has made a gift of $160,000 to the Lon- 
don Temperance Hospital as a memorial to his parents. 
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OFFICERS OF THE STATE AND ALLIED ASSOCIATIONS 


——  -#0¢—__— 
Alabama Hospital Association 
President—Dr. French H. Craddock, Sylacauga. 
Secretary—Bertha McElderry, Talladega. 
American Association of Hospital Social Workers 
President—Edith M. Baker, Washington University Hospital, St. Louis. 
Secretary—Edith J. McCombe, St. Christopher’s Hosp., Philadelphia. 
American Protestant Hospital Association 
President—Dr. B. A. Wilkes, Hollywood Hospital, Hollywood, Calif. 
Secretary—Dr. Frank C. English, Christ Hospital, Cincinnati. 
Arkansas Hospital Association 
President—Mr. Lee C. Gammill, Baptist State Hospital, Little Rock. 
Secretary—Caroline Snyder, Trinity Hospital, Little Rock. 
Children’s Hospital Association 
President—Dr. Joseph A. Brenneman, Children’s Mem. Hosp., Chicago. 
Secretary—Miss Bena M. Henderson, Children’s Hospital, Milwaukee. 
Colorado Hospital Association 
President—Dr. Maurice H. Rees, University of Colorado, Denver. 
Secretary—Mr. Frank J. Walter, St. Luke’s Hospital, Denver. 
Connecticut Hospital Association 
President—Dr. B. Henry Mason, Waterbury Hospital, Waterbury. 
Secretary—Miss M. E. Traver, New Britain Hospital, New Britain. 
Florida Hospital Association 
President—Mr. J. A. Bowman, Munroe Memorial Hospital, Ocala. 
Secretary—Mr. Fred M. Walker, Duval County Hospital, Jacksonville. 
Georgia Hospital Association 
President—Dr. C. S. Lentz, University Hospital, Augusta. 
Secretary—Mr. J. B. Franklin, Georgia Baptist Hospital, Atlanta. 
Hospital Association of the State of Illinois 
President—Mr. E. E. Sander, Ravenswood Hospital, Chicago. 
Secretary—Mr. E. I. Erickson, Augustana Hospital, Chicago. 
Indiana Hospital Association 
President—Dr. W. A. Doeppers, Indianapolis City Hosp., Indianapolis. 
Secretary—Miss Gladys Brandt, Cass County Hospital, Logansport. 
Iowa Hospital Association 
President—Mr. Robert E. Neff, University Hospital, Iowa City. 
Secretary—Mr. Clinton F. Smith, Allen Memorial Hospital, Waterloo. 
Kansas Hospital Association 
President—Dr. T. R. Heath, Bethany Methodist Hospital, Kansas City. 
Secretary—Dr. John T. Axtell, Axtell Christian Hospital, Newton. 
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The Hanflig 
ORTHOPAEDIC BED 





This Bed is designed to take care of 
any orthopaedic problem that may pre- 
sent itself in the bed care of orthopaedic 
patients. 


Circular will be sent upon request 


FRANK A. HALit & Sons 


118-122 Baxter Street 
NEW YORK CITY 
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Kentucky Hospital Association 
President—Dr. John R. Wathen, St. Anthony’s Hospital, Louisville. 
Secretary—Miss Agnes O’Roke, Kosair Crippled Children’s Hospital 
Louisville. 


Louisiana Hospital Association 
President—Dr. E. L. Sanderson, Charity Hospital, Shreveport. 
Secretary—Dr. Arthur Vidrine, Charity Hospital, New Orleans. 


Maine Hospital Association 
President—Dr. W. P. Morrill, Maine General Hospital, Portland. 
Secretary—Dr. T. A. Devan, Eastern Maine General Hospital, Bangor. 
Michigan Hospital Association 
President—Mr. S. G. Davidson, Butterworth Hospital, Grand Rapids. 
Secretary—Mr. Robert G. Greve, University Hospital, Ann Arbor. 
Midwest Hospital Association 
President—Rev. L. M. Riley, Wesley Hospital, Wichita. 
Secretary—Mr. Walter J. Grolton, Missouri Pacific Hospital, St. Louis. 
Minnesota Hospital Association 
President—Mr. Paul Fesler, University Hospitals, Minneapolis. 
Secretary—Mr. James McNee, St. Luke’s Hospital, Duluth. 
Mississippi Hospital Association 
President—Mr. Wayne Alliston, Jackson. 
Secretary—Dr. J. K. Avent, Grenada. 
Missouri Hospital Association 
President—Mr. J. F. King, Freeman Hospital, Joplin. 
Secretary—Mr. Walter J. Grolton, Missouri Pacific Hospital, St. Louis. 
Nebraska Hospital Association 
President—Mr. F. J. Bean, University Hospital, Omaha. 
Secretary—Miss J. L. MacDonald, Clarkson Hospital, Omaha. 
New England Hospital Association 
President—Mr. James A. Hamilton, Mary Hitchcock Mem. Hosp., 
Hanover, N. H. 
Secretary—Dr. W. Franklin Wood, Massachusetts General Hospital, 
Boston. 
New Jersey Hospital Association 
President—Dr. Earl Snavely, Newark City Hospital, Newark. 
Secretary—Mr. Charles F. Dwyer, Newark City Hospital, Newark. 
Hospital Association of the State of New York 
President—Mr. Sheldon L. Butler, Long Island College Hospital, 
Brooklyn. 
Secretary—Mr. Boris Fingerhood, United Israel Zion Hospital, Brook- 
lyn. 
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ANNUAL 
REPORTS 


PRINTED Annual 

Report presenting to 
the public a brief, interesting 
statement of what the hospi- 
tal has accomplished during 
the year is not only desirable 
but essential. 
( Such a report has great pub- 
licity value if properly written 
and produced. It should be the 
medium through which members 
of the community may be inter- 
ested in the work of the hospital. 
@ A plan of standardization in 
the matter of size of book, paper 
stock for inside and cover, typo- 
graphy and other details enables 
us to offer you a service in this 
matter heretofore not obtainable. 


Now is the time to 
prepare the copy. 
Write for details of our 
Standardized Service. 


Physicians’ Record Co. 


The Largest Publishers of 
Hospital and Medical Records 


161 W. Harrison St. Chicago, Iil. 





JOHN D. ARCHBOLD: 
=MEMORIAL HOSPITAL - 
=< = 











‘The 
RAVENS WOOD 
HOSPITAL 











‘The 
SPRINGFIELD 
INFIRMARY 








[Please mention “The Bulletin of the 
American Hospital Association” when 
writing to Physicians’ Record Co.] 
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North Carolina Hospital Association 
President—Dr. L. V. Grady, Carolina General Hospital, Wilson. 
Secretary—Mr. Edwin Farmer, Memorial Hospital, Wilson. 
Northwest Hospital Association 
President—Miss Carolyn E. Davis, Good Samaritan Hosp., Portland. 


Secretary—Mrs. Cecile Tracy Spry, Everett Gen. Hosp., Everett, Wash. 


Ohio Hospital Association 
President—Mr. Frank W. Hoover, Elyria Memorial Hospital, Elyria. 
Secretary 
Oklahoma Hospital Association 
President—Dr. Frank H. MacGregor, Mangum. 
Secretary—Dr. A. J. Weedn, Duncan. 
Ontario Hospital Association 
President—Dr. John Ferguson, Toronto. 








Secretary—Dr. F. W. Routley, 314 Medical Arts Building, Toronto 5. 


Hospital Association of Pennsylvania 
President—Mr. John M. Smith, Hahnemann Hospital, Philadelphia. 
Secretary—Mr. Howard E. Bishop, Robert Packer Hospital, Sayre. 
South Carolina Hospital Association 
President—Mr. F. Q. Bates, Roper Hospital, Charleston. 
Secretary—Mr. N..H. McGill, Columbia, S. C. 
South Dakota Hospital Association 
President—Dr. Robert S. Westaby, Madison Hospital, Madison. 
Secretary—Mr. C. W. Carlson, Moe Hospital, Sioux Falls. 
Tennessee Hospital Association 
President—Dr. Henry: Hedden, Methodist Hospital, Memphis. 





Secretary—Dr. Eugene B. Elder, Knoxville General Hospital, Knoxville. 


Texas Hospital Association 
President—Mr. Robert Jolly, Baptist Hospital, Houston. 
Secretary—Mr. Joe F.. Miller, Jefferson Davis Hospital, Houston. 
Virginia Hospital Association 
President—Dr. Knowlton Redfield, Jefferson Hospital, Roanoke. 
Secretary—Dr. J. O. Beavers, Newport News. 
Western Hospital Association 
President—Mr. G. W. Olson, California Hospital, Los Angeles.’ 
Secretary—Grace Phelps, R.N., Doernbecher Mem. Hosp., Portland. 
West Virginia Hospital Association 
President—Dr. B. I. Golden, Davis Memorial Hospital, Elkins. 
Secretary—Mr. Joe W. Savage, Charleston. 
Wisconsin Hospital Association 
President—Dr. R. C. Buerki, Wisconsin General Hospital, Madison. 
Secretary—Mr. L. C. Austin, Mt. Sinai Hospital, Milwaukee. 
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Mr. J. R. Mannix, Western Reserve University, Cleveland. 
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SINCE 1879... THE WORLD'S 
PIONEER MANUFACTURER 
OF LAUNDRY MACHINERY 


This advertisement is one of a series addressed to Hospital and Institutional Executives. 


UESTION: 


How should a hospital laundry 
be planned with reference to cleanliness? 


ANSWER: 


Immaculate laundering can be accomplished 
only in an immaculate plant. For this reason 
no detail should be overlooked that makes for 
the elimination of dirt. Both dust, which is al- 
ways present in the air, and lint, released during 
finishing processes, must be guarded against. 
All moldings and recesses for doors, chutes and 
windows, should be formed smooth and round 
to prevenc dirt from accumulating. Windows 
and doors opening to the outside should be 
screened with a fine mesh wire cloth. The 
finish and form of walls and ceilings should be 
planned for easy cleaning. 
Vacuum cleaning equipment is 
* practically a necessity. In most 
hospital laundries, a vacuum 
piping system is justified. Careful 








attention must be given to the location of out- 
lets to provide easy access to all corners, walls 
and ceilings. 

In rooms for breaking or marking, and in flat- 
work receiving rooms, waste chutes or covered, 
fireproof receptacles should be provided for the 
paper, cardboard, match boxes and other articles 
received with and around clothes, and for the 
food remnants, menu cards, and cigarette ends 
that accompany table linen. 

The subject of cleanliness, of which the above 
is but the merest outline, is one on which 
Troy Advisory Service is in a 
position to render valuable 
assistance to architects and 
hospital executives engaged in 
laundry planning. 


TROY LAUNDRY MACHINERY CO., INC. 
Chicago + New York — San Francisco + Seattle + Boston + Los Angeles. Factories: Ease Moline, Ill. 
JAMES ARMSTRONG & CO., Lid.. European Agents: London ~ Berlin ~ Zurich. 


TROY 


LAUNDRY MACHINERY 
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Troy-equipped laundry in the 
Anna Lee Home, Colonie, N.Y. 

















The American 
Hospital Association 


... what it stands for 


~~ o0e-- 


HE AMERICAN HOSPITAL ASSOCIATION, an or- 
[portion of which 1,449 hospitals in the United States and 

Canada are active institutional members, and 2,519 hospital 
trustees, administrators, and heads of departments are active per- 
sonal members, serves the entire hospital field. 


The AMERICAN HOSPITAL ASSOCIATION maintains a 
consultation and information service which is at the disposal of 
all hospitals whether members of the Association or not. This 
service undertakes to furnish the latest information relative to 
administrative methods, hospital procedures, construction, and 
equipment—in general, all information pertaining to the successful 
operation of a hospital. 


The AMERICAN HOSPITAL ASSOCIATION works in close 
co-operation with all organizations looking to the betterment of 
hospital service to the patient and to all things that are of benefit 
to our institutions. 


The AMERICAN HOSPITAL ASSOCIATION reviews. all 
proposed legislation affecting hospitals and, through its legislative 
committee, inaugurates action to support all legislation that is 
worth while and of benefit to the hospital field, and to prevent 
the enactment of legislation prejudicial to the interests of our in- ~ 
stitutions. 


- +@e — 


Is your institution a member of the American Hospital 
Association? 
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Keeps kitchens spotless 
with the least effort 


HE hospital kitchen must be kept 

clean and sanitary. But, when too 
much time and effort are needed to keep 
equipment and utensils in proper condi- 
cleaning costs are certain to be 
high. 
By using Oakite materials for kitchen 
cleaning, you can keep costs at a mini- 
mum. Pots and pans, for example, are 
made spotless by simply soaking for a 


Oakite 
in leading 


Service 


short time in an Oakite solution. Little 
or no hand scrubbing is required. From 
tank or machine, dishes, cutlery, and 
silverware come out clean and bright. 
Time and effort are saved, too, in clean- 
ing floors, walls, windows, tables, meat 
blocks and ranges. 


Write and ask to have our nearest Serv- 
ice Man show you how thorough and 
efficient Oakite cleaning really is. 


Men, cleaning specialists, are located 
industrial centers of U. 8S. 


and Canada 


Manufactured only by 
OAKITE PRODUCTS, INC., 16F Thames St., NEW YORK, N. Y. 


 ~QOAKITE 


TRADE MARK REG. U.S. PAT. OFF. 


Industrial Cleaning Materials ana Methods 
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Hospital 
Week | 


+} 


TORONTO 


ae 


September 28 | 
to | 
October 2 








The American 
Journal of Nursing 





is to be found in almost every hos- 


pital in the land, sometimes in the 





hands of every student. These are 


| our future executives. Begin now 
| 


to make them familiar with your 


name and your product. 


| American Journal 
| of Nursing 
| 370 Seventh Ave., New York 


$3.00 a year 
- $3.50 Foreign and Canadian 




































Rules of Eligibility 


for Membership 


in the 


American Hospital 
Association 


Q00006 


Any corporation or association organized for the pro- 
motion of public health or for the care or 
treatment of the sick or injured is eligible 
for Institutional Membership. 


OoOoo0oG 


Persons actively engaged in hospital or public health 
work are eligible for Personal Membership. 


N00000 


MEMBERSHIP FEES 


Institutional 

Active—lInitiation fee for hospitals of less than 100 beds—$10.00; 
100-250—$20.00; over 250—$30.00. 
Membership Dues for hospitals of less than 100 beds—$10.00; 
100-250—$25.00; over 250—$50.00. 

Associate—Membership Dues—$10.00 for all organizations admitted. 

Subscribing—Membership Dues—$10.00 for all organizations not on 
this continent. 


Personal 


Active—Membership Dues—$5.00. 
Associate—Membership Dues—$3.00. 


AMERICAN HOSPITAL ASSOCIATION 
Eighteen East Division Street, Chicago 
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Royal York Hotel, Toronto 


Headquarters, American Hospital Association 
Convention, September 28-October 2 


The Royal York Hotel is the largest hotel in the Brit- 
ish Empire, having 1200 bedrooms, all equipped with 
tub and shower baths and radio. Every room is an 
outside room and equal to anything on the Continent 
in appointments and convenience. 


The hotel is located immediately opposite the Union 
Station and is connected with it by subway. 


The hotel maintains four dining rooms where reason- 
ably priced meals may be had. 


The Royal York Golf Course is one of the nicest on 
the Continent. 
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American Hospital Association 
Publications 


HE following special bulletins are in stock at headquarters and 
may be obtained for the nominal price indicated. Those bulletins 
marked n/c will be sent free to hospitals upon request. 


BULLETIN 
NUMBER CONTENTS PRICE 
44 Disintecton waiter (GOmtagion. «ove s o.n.<.c ssi ocho ov ds pa ewe eeines n/c 
47 COO TOl MCOHIMILCE FOR IOONS oi o.oo 0 n. nin a «score os bs odin ss bole staie 50c 
48 A Report of Committee on Buildings: Construction, Equipment, 
id SN RE ANIO' ALIS) 555 25-5-6 oiacoce-ai a esa osa'e acy 9 ee eae kine 35c 
49 Report of Committee on Laundry Equipment and Supplies 
UN fo tains a stanton Siete eis ietoinre, Silvas area Sint leateorwn trea aoe 
49A Report of Committee on Laundry Equipment and Supplies 
MURR Meera Sara tai Serisia crarcteins Ge Am note vaste aoc eee 25c 
50 Report of Committee on Hospital Forms Pertaining to Annual 
ROMORES AMGEN 20 sich ois care SoS Eo se bee karan Bes. sgegh-verere «4's 25c 
SOA Report of Committee on Hospital Forms (1923).............. 15c 
51 Report of Special Commitiee on Gauze Renovation (1922)..... 25c 
51A Report of Committee on Gauze Renovation (1923)............ 25¢ 
52 Handling of Narcotics in Hospitals not Maintaining Licensed 
PRIME io 5a hoor a asics o te ee co ier hols a. al vere0a eye ipa eee eae nthe sss n/c 
55 Report of Committee on Training for Hospital Social Work... 50c 
57 Report of Committee on Foods and Equipment for Food Service 
RCMP Die eee Se ciPS) Fela ee Sr ste seri nic apbraci oni Ss aide aes Barkle WermominNeats Oe 
58 Special Report of Sub-committee on X-ray Departments and 
DURA Naat nalells me a ved ose Soho vedio aly fetons. Sucislor blue 1d miete ald Garehia ts REE 
59 ELOSDIAl \OPEPANNE EMGULES ©... 5 bcé5 600 cke 5 ond cidleiewe ie bear eeeds n/c 
60 Report of Special Committee on Cleaning..................... 50c 
61 Report of Committee on Buildings: Construction, Equipment, and 
DUANE MOCO ROL ON es 57 ct oa cite C wrdip wiaialphaalenbigwinw alice 35c 
62 Report of Committee on Foods and Equipment for Food Service 
Ree hit RINE sie oi ea eS eat ee son aera 25c 
66 Report of Committee on Accounting and Records.............. 50c 
68 Report of Committee on Buildings: Construction, Equipment, 
AU MAAMACH ANGE CLO) ois isaac dock cele Cais eo bles cine com 50c 
69 Report of Committee on County Hospitals.................00- 50c 
71 Report of Committee on Out-Patient Work (1927)............ 50¢ 
72 Report of Committee on Training of Hospital Executives 
EARNS Fe cel Nt ctr ONL OT. Rigas OE aa EN ane EON g 50c 
73 Report of Committee on Out-Patient Work (1928)............. 50c 
74 Report of Committee on Buildings: Construction, Equipment, 
MMe MAILCHANEE WCRGADY cass ccc erarstace aig ve aes tee eo ke ees 50c 
76 Report of Committee on Hospital Organization and Management 
MNO See ericicic tine Sencate ei ree ee mae, eat emule PY dab oo 50c 
77 Report of Committee on Postmortem Examinations (1930)..... 50¢ 
78 Report of Library Committee (1990) o.oo. ice Sikcs cic ves csees n/c 
79 Report of Out-Patient Committee (1930)..................000. 50c 
30 Report of Committee on Hospital Planning and Equipment 
RETA) Gs Pees harass eet e Ene Gaclerrdw trek oat ack Won eaareeths 50¢ 














BROWNE WINDOWS 


DEMONSTRATE SUPERIOR QUALITIES 


Perfect Ventilation; Maximum Light and Vision; Ab- 
olute Weather Protection; Noiseproof when closed; 
Safety and Economy in Cleaning exterior of glass from 
the inside; Simple, Easy Operation; Continuous and 
Lasting Service; No Depreciation; Fuel Saving and 
Minimum Maintenance Costs. 


SPECIAL TYPE ELIMINATES WINDOW GUARDS 


Listed in Modern Hospital Year Book, and illustrated 
in Sweet’s Architectural Catalogue. Samples displayed 
with Architects’ Samples Corp., New York; Archi- 
tects?’ Samples Corp., Bo ton; Architects’ Exhibit, 
Inc., and Building Arts Exhibit, Cleveland; Archi- 
tects’ & Builders’ Exhibits, Inc., Buffalo; Metropolitan 
Builders’ Exhibit, Seattle; Architects’ Exhibit, Inc., 
Detroit; Architects Building Material Exhibit, Los 
Angeles; and Building Material Exhibit, San Fran- 





cisco. 


BROWNE WINDOWS. 


RICHEY, BROWNE & DONALD, Inc. 
52-15 FLUSHING AVE., MASPETH, NEW YORK CITY 











Patients Appreciate Quiet 


And the Noiseless Aluminum 

Chart Holders in the Fosco 

Line of Visible Clinical 

Record Chart Desks give it 
to them. 


The Holders, being the operative, 
therefore the vital part of this 
equipment must be quiet. 


The: ‘“‘Fosco”” Holders are made 
to operate in opening and closing 
without noise and they are further 
equipped with rubber ends to make 
the operation of placing them in 
the racks also noiseless. 

Hospital superintendents are 
quick to note the advantage of 
using the Fosco Chart Holders. 


Ask us to send full information 


F. O. SCHOEDINGER 


Manufacturer of a complete line 
of Aseptic Metal Hospital and 
Surgical Furniture 





~ 
C-A_ 6-8 Visible Clinical Record Chart 
Desk holding 24 noisless alumi- 322-358 Mt. Vernon Ave. 


num chart holders Columbus, Ohio 
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GENERAL OFFICERS—1931 
—_—--+ 04 — 


PRESIDENT 


Lewis A. Sexton, M.D., superintendent, Hartford Hospital, Hartford, Conn. 


PRESIDENT-ELECT 


Paut H. FEster, superintendent, University of Minnesota Hospitals, Minne- 
apolis, Minn. 


First VICE-PRESIDENT 


G. W. OLson, superintendent, California Lutheran Hospital, Los Angeles, 
Calif. 


SECOND VICE-PRESIDENT 


Mvrtet McKeEs, superintendent, Brantford Hospital, Brantford, Ontario. 


Tuirp VICE-PRESIDENT 


Lucius R. Witson, M.D., superintendent, John Sealy Hospital, Galves- 
ton, Tex. 


TREASURER 


Asa S. BAcon, superintendent, Presbyterian Hospital, Chicago, III. 


BoarD OF TRUSTEES 


Lewis A. Sexton, M.D., ex-officio, superintendent, Hartford Hospital, 
Hartford, Conn. 

Paut H. FEster, ex-officio, superintendent, University of Minnesota Hos- 
pitals, Minneapolis, Minn. 

Asa S. Bacon, ex-officio, superintendent, Presbyterian Hospital, Chicago, 
Ill. 

Wa tter H. Coney, M.D., Paris, France. Term expires 1931. 

NATHANIEL W. Faxon, M.D., director, Strong Memorial Hospital; Roch- 
ester, N.Y. Term expires 1933. 

E. S. GILMore, superintendent, Wesley Memorial Hospital, Chicago, III. 
Term expires 1931. 

Rev. Maurice F. Grirrin, St. Philomena’s Church, Cleveland, Ohio. Term 
expires 1933. 

Grorce F. Stepuens, M.D., general superintendent, Winnipeg General Hos- 
pital, Winnipeg, Manitoba. Term expires 1932. 

Carotyn E. Davis, superintendent, Good Samaritan Hospital, Portland, 
Ore. Term expires 1932. 


EXECUTIVE SECRETARY 


Bert W. Catpwe tt, M.D., office of Association, 18 East Division Street, 
Chicago, III. 




















“OntotorontC” 


King Edward Hotel 


Toronto, Canada 


HEADQUARTERS 


American Protestant Hospital Association 
and the 
Hospital Exhibitors’ Association 


Centrally located in the Business District 
yet quiet and comfortable 


Modernly Constructed—Well Established 


and most homelike hotel in 


TORONTO 


FAMOUS FOR FOOD 
VICTORIA DINING ROOM THE PICKWICK ROOM 


A la Carte Service 
° re Special Plate Luncheon, $1.00 
Special Club Breakfast, 75c Special Table dhote Dinner 
Sunday Evening Dinner, $2.00 (except Sunday), $1.50 


THE CAFETERIA 


A la Carte Service 


Pr Scientifically Equipped—Highest Quality of Food at Moderate Prices. 
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